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Lobar and Segmental Collapse of Lung.— 
The paper is intended to present certain signs 
which are of value in the recognition of col- 
lapse of an entire lung or a major part thereof. 
Reviewing 85,000 chest examinations, 12,000 
were reviewed in detail, 600 of whom had at 
least one lobe that was less than two-thirds its 
normal size. Only collapse due to intrinsic 
lung disease was included. The collapse was 
limited to a single lobe or segment in 71 per 
cent, involved 2 or more lobe in 18 per cent 
and was massive in 11 per cent. The left 
lower lobe was most frequently involved, the 
right middle and right upper being next in 
frequency. There would have been a larger 
number with extensive collapse if those fol- 
lowing operative procedures had been in- 
cluded. The collapse of an entire lung, acute 
or chronic, usualiy reveals the characteristic 
X-ray signs of abnormal increased density, 
elevation of the diaphragm, displacement of 
the mediastinum and narrowing of the rib 
spaces. In acute collapse the increased 
density is usually homogeneous and the struc- 
ture of the involved lung is obscured. The 
side of the chest containing the collapsed lung 
is more radiopaque as compared to the op- 
posite side. The amount of displacement of 
the mediastinum is approximately the same 
regardless of which side is involved, and there 
is a definite inspiratory shift to the side of the 
lesion seen during fluoroscopy. The dia- 
phragm is not only elevated, but usually shows 
some limitation of motion during fluoroscopy. 
The right side is more difficult to localize with 
a basal collapse. If it is remembered that 
most of these signs are the results of a decrease 


in size of the involved lung, there will be less 
confusion with other disease processes. In 
chronic collapse of the lung there may be little 
difference from that of an acute collapse, or 
the area may be so small as to be difficult to 
discover. However, the collapsed lung lies 
posteriorly and medially and on the left is 
often partially obscured by the cardiac shadow 
or other mediastinal contents. On the right 
it blends with the shadow of liver, diaphragm 
and mediastinum. Here, too, there is a 
shift of the mediastinum although it is not so 
apparent. The uninvolved emphysematous 
lung tends to herniate through the mediasti- 
num, usually in the anterior mediastinum. 
Pulmonary herniation is recognized chiefly 
in the lateral roentgenogram which shows an 
increase in the distance between the sternum 
and anterior border of the heart and ascending 
aorta. The distribution and size of the 
vascular shadows may also aid in the recogni- 
tion of herniation. The size of the hernia 
depends upon the extent and duration of the 
collapse and in some it is so severe that the 
uninvolved lung may almost completely 
aerate the opposite chest. The right lung is 
most frequently and extensively involved. A 
sizable hernia was. not observed in acute 
collapse in this series. Diaphragmatic 
changes are less marked in chronic collapse 
because of compensation by the herniated 
lung. This latter factor may also effect the 
apparent narrowing of rib spaces, but the 
tendency for the involved side to be smaller 
than normal is true in chronic as well as acute 
collapse.—T'he Roentgen Appearance of Lobar 
and Segmental Collapse of the Lung: III. 
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Collapse of an Entire Lung or the Major 
Part Thereof, L. L. Robbins & C. H. Hale, 
Radiology, July, 1945, 45: 23.—(G. F. Mit- 
chell) 


Collapse of Right Middle Lobe.—Collapse 
of the right middle lobe of the lung occurs fre- 
quently. In 600 cases of collapse studied, 26 
per cent revealed collapse of the right middle 
lobe. It often is confused with interlobar 
effusion because in collapse of this lobe the 
septa tend to become closer together and the 
final shadow of increased density may thus 
simulate an effusion. However, if certain 
definite characteristics are looked for and their 
importance recognized, the diagnosis of col- 
lapse of the middle lobe can be accurately 
made. The middle lobe lies in the antero- 
inferior portion of the right chest making up 
essentially all of the pulmonary tissue ad- 
joining the right cardiac border. It is de- 
marcated by two septa, the minor, running 
more or less horizontally and the major run- 
ning downward and anteriorly. The right 
middle lobe bronchus divides immediately 
into an antero-medial and _postero-lateral 
branch. Complete obstruction of the right 
middle lobe bronchus results in marked de- 
crease in the size of the lobe and roentgenolo- 
gically forms somewhat of a pyramid with its 
base against the right heart border. That the 
lobe is the site of disease may not become ap- 
parent until some abnormality, such as loss of 
definition of the right heart border, occurs. 
Any interference with its aeration will produce 
this. The large space occupied by the lower 
lobe may give fairly good detail of the lower 
lung field, even in the presence of collapse of 
the middle lobe. In such a condition the 


lateral view is the most important factor in . 


the examination. In this projection the 
middle lobe, when collapsed, appears as a band 
of increased density, 2 or 3 cm. thick located 
in the place of the antero-inferior portion of 
the major septum, the widest part lying 
against the anterior chest wall or diaphragm. 
It may be differentiated from interlobar 
effusion by this shape, for that of the latter is 
ovoid or elliptical and portions of the septa 
will usually be seen in their normal position. 
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The definition of the shadow of a collapsed 
middle lobe can usually be increased by the 
lordotic projection and can readily be seen by 
fluoroscopy. The hilum is seldom depressed 
as the result of the collapse of the middle lobe. 
Segmental collapse was seen more fre- 
quently than complete collapse, the anterio- 
medial segment being more frequently 
involved. Only by careful observation of 
septa, shape and location can this type of 
collapse be recognized. In the anterior- 
posterior X-ray film this shadow lies in direct 
apposition to the right heart border and does 
not extend laterally as far as the entire lobe, 
but in collapse of the postero-lateral segment, 
the right heart border remains sharply defined. 
Collapse of the middle lobe associated with 
collapse of the lower lobe may be difficult to 
identify. However, here the minor septum is 
impossible to demonstrate. In general, what 
has been said of the right middle lobe applies to 
collapse of the lingula on the left. The lin- 
gular bronchus arises from the proximal por- 
tion of the left upper lobe and divides into an 
antero-lateral and postero-medial segment. 
Bronchiectasis often produces collapse of the 
lingular associated with a similar involvement 
in the lower lobe, but it is not readily re- 
cognized without bronchography. Collapse 
of the antero-lateral segment does not oblit- 
erate the left border of the heart. In the 
lateral projection it lies against the septum. 
A few cases of collapse of the postero-medial 
segment have been seen.—The Roentgen Ap- 
pearance of Lobar and Segmental Collapse of 
the Lung: V. Collapse of the Right Middle 
Lobe, L. L. Robbins & C. H. Hale, Radiol- 
ogy, September, 1945, 45: 260.—(G. F. Mit 
chell) 


Segmental! Collapse of Lung.—Collapse of a 
single lobe of the lung is most frequently 
misinterpreted when it occurs in one of the 
upper lobes and is confused with a localized 
area of consolidation, a mediastinal tumor, an 
aortic aneurysm or, in some instances, is 
completely overlooked. In the group of 600 
cases forming the basis of the study, the upper 
lobes were involved in 16 per cent. Certain 
roentgenological signs will, if recognized, 
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lessen some of the confusion regarding its 


| diagnosis and are described. The routine 


postero-anterior X-ray film is depended upon 
to show any areas of increased density, the 
presence and degree of emphysema of ad- 
joining lobes, the position of the trachea and 
upper mediastinum, the relative planes in 
which the hila are located and the minor sep- 
tum. With a few exceptions, the roentgen 
appearance of collapse of an upper lobe or of 
its segments is essentially the same regardless 
of the side involved. The similarity in ap- 
pearance of a right middle lobe and a lingula 
on the left has been mentioned. The lingula 
is often collapsed when the remainder of the 
left upper lobe is involved, but in none of the 
cases studied was collapse of a middle lobe 
associated with a similar process in the right 
upper lobe, unless the entire lung was col- 
lapsed. Therefore, the presence of the lingula 
is significant only when it and the remainder 
of the left upper lobe are simultaneously col- 
lapsed. When this occurs, the entire shadow 
of increased density is slightly larger than that 
of collapse of the right upper lobe and extends 
farther inferiorly along the anterior chest wall. 
Evidence in the lateral film that a major 
septum is no longer in its normal position may 
be the first evidence suggestive of decrease in 
the size of an upper lobe. The septum will 
lie farther anteriorly, and its superior portion 
will extend higher in the chest. It may also 
be noted that the normal pulmonary markings 
appear to be more closely grouped than usual. 
As collapse increases the lung markings seem 
to be crowded together and finally the in- 
creased number of markings per unit area will 
make the smaller lobe cast a definite shadow of 
increased density in contrast with the un- 
involved lung. This shadow of increased 
density has a rather typical shape and position, 
being somewhat fan-shaped or triangular with 
a fairly broad base as it first becomes visible. 
Later the peripheral border becomes shorter, 
the apex of the shadow appears to arise from 
the top of the hilum, and its base extends 
against the topand antero-medial surface of the 
chest wall. This shape is seen in both antero- 
posterior and lateral films. A collapsed upper 


lobe may become so small and move so far 


anteriorly and medially that the shadow of 
increased density may blend with that of the 
upper mediastinum, the combined shadow 
merely suggesting mediastinal widening, or 
in the lateral view it may become assimilated 
with that of the upper anterior chest wall 
obscuring the area between the ascending and 
transverse portions of the aorta and chest 
wall. Nevertheless, the area of increased 
density can be seen in this view if it is deter- 
mined whether the ascending and transverse 
aorta are as distinctly outlined as usual. The 
appearance of the ascending aorta is of es- 
pecial importance in relation to the right upper 
lobe. In collapse of a left upper lobe, the 
transverse portion of the arch of the aorta may 
not be clearly defined. An entirely collapsed 
left upper lobe seldom becomes as small as 
that of a right upper lobe. A decrease in size 
of an upper lobe may be interpreted as showing 
a minimal tuberculous lesion because the area 
of collapse is small and the decrease in the 
size of the lobe is not appreciated. If col- 
lapse is due to a chronic condition in which 
secondary fibrosis occurs, such as tuberculosis 
or bronchiectasis, the process may remain 
stationary for many years. Acute obstruction 
occurs more rapidly and clears more rapidly. 
With decrease in size of an upper lobe the 
hilum is drawn to a higher level, and its su- 
perior portion may be merged in the shadow of 
increased density. As a rule, the greater the 
collapse the higher the level of the hilum 
though occasionally the presence of a tumor 
prevents the elevation of the hilum. The 
upper mediastinum and trachea may show 
some displacement toward the collapsed side, 
but this displacement is not as marked as in 
collapse of a lower lobe and, as a rule, the 
heart and lower mediastinum remain in their 
normal position. There may be some eleva- 
tion and limitation of motion of the dia- 
phragm, though a neoplasm in the upper lobe 
may produce phrenic nerve paralysis as an 
early manifestation. Any change in the 
position or contour of the septa may be of 
diagnostic importance. Except for the lin- 
gula, the segments of the upper lobes are 
divided into the apical portion, the antero- 
inferior portion, the postero-superior and the 
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lateral or axillary portion. Each of these is 
supplied by a branch from the upper lobe 
bronchus except the axillary segment which is 
supplied by two bronchi, usually branches of 
the bronchus to the postero-superior and 
antero-inferior segments. Any one of these 
segments may be collapsed singly. Collapse of 
the axillary segment is usually associated with 
collapse of either the antero-inferior or postero- 
superior portions or both. Segmental col- 
lapse of an upper lobe produces varying de- 
grees of elevation of the hilum, the elevation 
being greater when the apical segment is 
involved, and an anterior shift of the major 
septum, the amount being dependent upon 
the degree of collapse and the segment in- 
volved. In some cases there is only ac- 
centuation of the anterior convexity of the 
septum. A collapsed segment does not pro- 
duce marked displacement of the trachea and 
superior mediastinal structures, though such 
displacement may be considerable with a 
collapsed apical segment, nor does it produce 
much change in the position or motion of the 
diaphragm. Emphysema in adjacent pul- 
monary tissue is not striking —Roentgen Ap- 
pearance of Lobar and Segmental Collapse of 
the Lung: VI. Collapse of the Upper Lobes, 
L. L. Robbins & C. H. Hale, Radiology, 
October, 1945, 45: 847.—(G. F. Mitchell) 


Experimental Pulmonary Collapse.—Cur- 
rent methods of maintaining collapse in 
extrapleural pneumothorax are not satis- 
factory. An ideal compressing substance 
should fulfill the following requirements: 
(1) non-irritating and one which would permit 
body fluids to organize, forming a permanent 
fibrous pack, (2) non-carcinogenic and non- 
antigenic, (3) light in weight and incapable 
of perforating the pleura and lung, (4) in- 
soluble, (5) offering little resistance to X-rays 
and (6) capable of being molded. Various 


substances were tried with unsatisfactory 
results. .Methyl methacrylate, better known 
as lucite, was first used in dental prosthesis. 
Implants were introduced into the pleural 
cavity of 30 adult rats. Except for small 
effusions and slight dyspnea, there were no 
abnormal reactions. The rats were kiiled 
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after ten days to eight months. Necropsies 
showed varying degrees of atelectasis. In , 
few, pneumonia was found, and there was 
empyema in 2. Pleural reaction was minimal, 
In 18 animals there was fluid in varying stages 
of organization. In 10, the implants rp. 
mained free in the pleural cavity. Extrs. 
pleural collapse was affected in 10 healthy 
dogs. The spaces were filled with solid balls 
of lucite. In 8 animals, sero-sanguineous exy. 
dates appeared in forty-eight to seventy-two 
hours. There were no deaths. Necropsies 
showed localized atelectasis in the lung ad. 
jacent to the space. The lucite balls wer 
found to be fixed in dense masses of hyaline 
connective tissue. Extrapleural pneump- 
thorax, using lucite, was carried out in § 
tuberculous patients, with gratifying results, 
—Experimental Surgical Pulmonary 
lapse, D. A. Wilson & H. Baker, Surg., Gyne. 
& Obst., June, 1946, 82: 735.—(A. G. Cohen) 


Atelectasis.—The immediate cause of post- 
operative pulmonary atelectasis is a plug of 
mucus or fibrin which seals one of the larger 
or smaller bronchi. Air in the alveoli distal 
to the plug is absorbed and collapse occurs. 
In treatment, the important thing is removal 
of the plug. Bronchoscopy can, of course, be 
done but it is not always necessary to employ 
this procedure in a sick postoperative patient. 
The author has frequently found simple 
measures successful. Occasionally a slap on 
the back, encouraging a hard coughing spell 
or posturing the patient will dislodge a bron- 
chial plug. When these fail, other measures 
are available and are based on the following 
four factors which must be corrected: (I) 
dryness of the plug, partially caused by pre 
operative atropine; (2) bronchospasm; (3) 
gravity or position of the patient—most 
plugs occur in dependent portions of the 
lungs; (4) relative pressures in the bronchial 
tree; when pulmonary collapse occurs, it- 
trabronchial pressure and pressure from sur- 
rounding structures will tend to drive the 
plug in deeper. An attempt can be made to 
remedy each of these four factors. Any goo 
expectorant, such as the iodides, will aid in 
liquefying and floating the plug. Bro 
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chospasm can be relieved by ephedrine or 
adrenalin. Gravity can be utilized to aid in 
expulsion of the plug by posturing the patient 
and encouraging him to cough ten to twenty 
minutes after the bronchodilator is admin- 
istered. The posturing should be repeated 
every hour, the expectorant and bronchodi- 
lator every four hours. If no relief is ob- 
tained after twenty-four hours, bronchoscopic 
aspiration can be done. There is no risk in 
delaying bronchoscopy for this length of time 
provided the possibility of lung suppuration 
can be minimized. Adequate prophylactic 
doses of sulfadiazine should be given. Since 
the above procedures were adopted, bron- 
choscopy has not been necessary in any of the 
cases occurring at the Montreal Military 
Hospital. Six illustrative case reports are 
cited —The Medical Treatment of Postopera- 
tive Pulmonary Atelectasis, M. Aronovitch, 
Canad. M. A. J., September, 1945, 53: 222,— 
(H. R. Nayer) 


Bronchial Aspiration in Atelectasis.—Ate- 
lectasis caused by obstruction of a bronchus, 
may produce an abscess, bronchiectasis or 
bronchopneumonia. Six hours after total 
obstruction of a bronchus, a hyperemic ap- 
neumatosis starts in the lung tissue depending 
on the obstructing bronchus. Blood pene- 
trates into the alveoli. This condition is 
fairly common as postoperative complication 
and then often is interpreted as pulmonary 
congestion, cortical pleurisy or bronchopneu- 
monia. The onset is ten to twenty-four hours 
after abdominal surgery. After thoraco- 
plasty, it develops more rapidly, within six to 
eight hours. The predominant sign is dysp- 
nea. Aspiration of the bronchus is indicated 
and done through a bronchoscope. It is not 
necessary *o aspirate a great quantity of 
secretion. A small amount of viscous mate- 
rial when adherent to the bronchial wall will 
completely obstruct the feeding bronchus of a 
lobe. Sometimes a real tamponade obstruct- 
ing the larger bronchi may occur. It is gener- 
ally enough to relieve the obstruction in the 
large bronchus to obtain a complete evacua- 
tion of the secretions in the atelectatic part 
of the lung. The earlier the bronchial aspi- 
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ration takes place the greater the chance that 
only 4 small amount of secretion has formed 
and that one aspiration will be sufficient to 
relieve the symptoms. Postural drainage, 
maintenance of the cough reflex and atropine 
are helpful. The author has done forty-one 
aspirations in 23 patients. One patient 
needed five, 4 needed three, 6 needed two and 
12 needed only one aspiration. Absolute 
indication for bronchial aspiration is post- 
operative atelectasis, although a great number 
of cases clear up spontaneously. No benefit 
would be obtained if bronchopneumonia has 
already set in. In none of the cases has the 
author seen any complications. The aspira- 
tion was followed by immediate relief of all 
the symptoms as proved by fall of temperature 
and X-ray  evidence.—Broncho-aspiracton 
en la atelectasis post-operatoria (con especial re- 
ferencia a los operados de toracoplastia), A. E. 
Bence, An. Céted. de pat. y clin. tuberc., 
December, 1944, 6: 302.—(W. Swienty) 


Postoperative Pulmonary Collapse.—The 
most important aspect of this serious com- 
plication is its prevention. Analysis of 2,704 
consecutive cases showed that drop ether an- 
esthesia gave the highest number of respir- 
atory complications, and any method of 
anesthesia that used ether showed the same 
tendency. With proper premedication, cy- 
clopropane anesthesia gave rise to very few 
respiratory complicat ons and none of them 
were of a serious nature. The author feels 
that preoperative and postoperative orders, as 
regards to sedation, should be given by the 
anesthesia department, and thus compli- 
cations can be avoided. Premedication 
should be sparing. In general the author 
prescribes less morphine than is in current 
use, rarely exceeding § to Ze grain. 
Atropine or hyoscine, as the case may be, are 
to be given about forty-five minutes before 
the operation. To reduce the interval is to 
invite trouble because the maximum anhy- 
drotic effect of these drugs would then be 
reached when the patient is already receiving 
inhalation anesthesia. This would cause the 
secretions which were present in the bronchial 
tree to become inspissated. It was found 


| 
e the 
ide to 
r good 
aid in 
Bron- 


94 


that heavy smokers and patients with oral 
sepsis have the highest incidence of pulmonary 
complications. When atelectasis or massive 
collapse does develop, an effective treatment 
consists of applying a cotton sponge soaked in 
10 per cent cocaine and epinephrine solution 
to the pyriform sinus with a curved applicator. 
The effect is an immediate stimulation of the 
cough reflex by the epinephrine, and an anti- 
spasmodic action of the cocaine, permitting 
large plugs of mucus, or quantities of pus to be 
coughed up freely. Relief is often instanta- 
neous. Other therapeutic measures in pre- 
vention of collapse are frequent turning of the 
postoperative patient and encouragement of 
cough, inhalation of carbon dioxide and oxygen 
mixtures at regular hourly intervals, and ad- 
ministration of chemotherapeutic agents to 
prevent infection in the collapsed lung.—A 
New Treatment for Postoperative Pulmonary 
Collapse, E. H. Grandstaff, Arch Surg., No- 
vember-December, 1945, 51: 237.—( H. Marcus) 


Pulmonary Complications in Burns.—Large 
volumes of plasma and other fluids were 
used in the treatment of the victims of the 
Cocoanut-Grove fire. Fluids were given to 
patients with shock or with signs of imminent 
shock. Ninety-eight patients received an 
average of 1,850 cc. of plasma. Seventy-four 
patients received an average of 2 liters of saline 
solution intravenously in addition to plasma 
during the first twenty-four hours after the 
fire. In addition, various fluids were given 
orally. The amount of fluid given was related 
to the extent of the surface burns. The sever- 
ity of the respiratory lesions was also usually 
related to the extent of the burns. On the 
basis of the observations the conclusion is 
made that “it appeared that pulmonary edema 
did not occur and that the respiratory compli- 
cations, in general, were not aggravated as a 
result of this therapy as it was carried out in 
these cases.” The symptoms, roentgeno- 


logical and pathological findings were consist- 
ent with severe laryngo-tracheobronchitis 
with obstruction of the air passages. The 
cause of the pulmonary lesions was not deter- 
mined. The possibility of a pulmonary 
irritant such as phosgene, or of the ordinary 
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gases and fumes resulting from incomplete 
combustion is discussed.—Effects of Plasma | 
and Fluid on Pulmonary Complications jy 
Burned Patients: Study of the Effects in the Vi. 
tims of the Cocoanut Grove Fire, M. Finland, ¢. 
S. Davidson & S. M. Levenson, Arch. Int. Med, 
May, 1946, 77: 477.—(G. C. Leiner) 


Pulmonary Lesions in Burns.—The victims 
of the Boston Cocoanut Grove fire died either 
of extensive burns or of respiratory tract 
injuries. Inhalation of the hot fumes pp. 
duced a laryngo-tracheobronchitis with cor. 
responding clinical and roentgenological 
effects. Atelectasis, emphysema, miliary 
mottling, pulmonary edema and infarcts were 
the roentgenological lesions encountered, 
Atelectasis usually appeared in the form of 
triangular, bandlike or fine linear areas of 
increased density, located anywhere in the 
lung fields; extensive changes were associated 
with compensatory emphysema, elevation of 
the diaphragm or displacement and con 
traction of the hilar shadows. Lobar ate 
lectasis was rare. Emphysema was best seen 
in expiratory films and was usually coexistent 
with atelectasis. The miliary mottling ob- 
served in a few cases was thought to be due to 
numerous small areas of atelectasis. Pulmo- 
nary edema and infarets were rare finding, 
both roentgenologically and at autopsy. 
Generally speaking, there was a fairly clos 
correlation between the severity of the clinical 
condition and the extent of the X-ray finding. 
In most patients, the greater portion of the 
pulmonary lesions cleared up by the end @ 
the first week; patients who had adequate 
follow-up examinations showed no abnor 
malities six months to two years after the 
disaster.—Roentgenologic Findings in th 
Lungs of Victims of the Cocoanut Grove Dis 
aster, M. Finland, M. Ritvo, C. S. Davids 
& S. M. Levenson, Am. J. Roentgenol., J anuary, 
1946, 55: 1-—(P. Lowy) 


Treatment of Pulmonary Embolism.—Tlt 
intravenous administration of morphine atl 
papaverine has been found to give the bet 
results in mild or moderately severe ptt 
monary embolization. Disregarding the fet 
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| eases of severe embolization which may have 
been saved by a Trendelenburg operation, 
one has to admit that effective therapy for this 
condition is entirely lacking. In the author’s 
hands, good results have been obtained in 
moderately severe and severe cases by the 
immediate administration of between 5 and 50 
ce. of } per cent solution of novocaine in- 
trapleurally. Pain in the chest, and inability 
to take a deep breath, or to breathe at all on 
account of pain, are very prominent symptoms 
in pulmonary embolism. This condition is 
immediately and dramatically remedied by 
the injection of novocaine. Although it is 
not entirely clear in just what fashion the in- 
jection of novocaine strengthens the circu- 
lation and the failing right heart, it seems 
probable that the abolition of pain sets in 
motion a train of reflexes which remedy the 
fundamental circulatory difficulties of such 
patients. The results are most pronounced 
inpatients with bland thrombosis and normal 
hearts. However, even in septic thrombosis 
complications can probably be cut down by 
prompt administration of treatment, and 
cardiac patients are also decidedly benefited.— 
Die Behandlung der Lungenembolie mittels 
érilicher Betiubung, K. Lange, Schweiz. med. 
Wehnschr., January 26, 1946, 76: 65.—(H. 
Marcus) 


Pulmonary Embolism.—Pulmonary em- 
bolism is more often seen in the Northern 
clinics. Its incidence is highest during the 
cold season. In 95 per cent of all cases of 
pulmonary embolism the source of the em- 
bolus can be found in the deep veins of the 
legs. The incidence of fatal embolism is 
about one in 800 surgical patients. The 
earlier the diagnosis of phlebothrombosis 
and thrombophlebitis is made the earlier 
the bilateral vein interruption is done the 
shorter is the period of disability. Femoral 
vein interruption should not be performed in 
the treatment of true thrombophlebitis after 
the seventh day of the disease. The older the 
patient the greater the likelihood of fatal 
embolism complicating illness or surgery. 
For this reason prophylactic femoral vein 
interruptions have been carried out in the aged 
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in 34 patients. Concomitant femoral vein 
interruption has been advocated in low thigh 
amputation. In the cardiac patient femoral 
vein interruption should be done if infarct 
occurs, if there are any signs of thrombosis 
in the leg veins and possibly prophylactically. 
Prophylactic femoral vein interruption should 
be considered in elderly patients with fracture 
of the hip and in those requiring prostatec- 
tomy. Early ambulation in postoperative 
patients may reduce the incidence of throm- 
bosis in the legs. Heparin is useful if re- 
peated minor infarcts have occurred after 
femoral vein interruption. At the present 
time, dicumarol treatment is not as safe or as 
innocuous a procedure as femoral vein in- 
terruption. Femoral vein interruption was 
carried out in 464 patients. In 367 patients 
satisfactory follow-up reports were obtained. 
There was no fatal complication. Wound 
infections occurred in 5 patients, lymphor- 
rhea in 15 patients. Bilateral femoral vein 
interruption is recommended routinely if 
either side is done. The ideal site for the 
interruption is the superficial femoral vein 
just below the profunda femoris. Following 
the interruption only 5 per cent of the patients 
have had infarcts of any degree. These 
infarcts may have come from the iliac region. 
The operative technique is described in 
detail.— Venous Thrombosis and Pulmonary 
Embolism: Further Experience with Throm- 
beclomy and Femoral Vein Interruption, A. 
W. Allen, R. L. Linton & G. A. Donaldson, 
J. A. M A., June 9, 1945, 128: 397 .—(H. 
Abeles) 


Pulmonary Embolism.—The emboli that 
occlude the pulmonary arteries arise most 
frequently in the systemic veins; rarely, an 
embolism may come from the right side of the 
heart. Pooling and coagulation of the blood 
in the deep veins of the leg are the essential 
factors in 90 per cent of the cases of pulmonary 
embolism. The septic form of thrombo- 
phlebitis rarely results in embolism. Slowing 
of the venous return from the lower limbs, 
changes in the blood such as anemia and a 
rapid clot retraction time, and trauma, such 
as childbirth and abdominal operations, favor 
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thrombosis in the lower extremities. How- 
ever, thrombosis may occur in apparently 
healthy and active individuals. The classical 
symptoms and signs of pulmonary embolism 
are chest pain, bloody sputum, signs of pleuri- 
tis and consolidation, dyspnea and cyanosis. 
More frequently, the physician is confronted 
with the signs of shock. Chest pain with 
typical anginal radiation is not uncommon. 
In the case of small emboli, the only symp- 
toms may be weakness, tachycardia and 
slight fever; in such cases, abnormal physi- 
cal signs or X-ray findings may be absent. 
When a large embolus blocks the pulmonary 
artery, acute cor pulmonale will supervene. 
Pulmonary embolism occurs most frequently 
without visible evidence of thrombophlebitis. 
Pain four or five inches above the Achilles 
tendon, on dorsiflexion of the foot, as de- 
scribed by Homans, is a valuable sign in rec- 
ognition of silent thrombophlebitis. Various 
changes in the electrocardiogram have been 
noted. Typical changes in the ventricular 
complexes have been described in severe 
episodes. A normal tracing is often present in 
minor episodes. The prognosis is extremely 
difficult to determine. Treatment falls un- 
der three headings: (1) prevention of em- 
bolism in patients on bed-rest; an attempt 
should be made to combat the factors which 
increase coagulability of the blood by con- 
trolling dehydration and anemia; patients 
should be gotten out of bed as soon as pos- 
sible; massage and active and passive motion 
of the lower extremities are valuable in speed- 
ing up venous flow; (2) treatment where one 
embolism or thrombophlebitis has occurred: 
vein ligation and anticoagulants are the most 
valuable measures, but each must be used with 
due regard to the individual patient; dicu- 
marol is the most convenient anticoagulant 
but its effect must be followed with daily pro- 
thrombin time determinations; this drug is 
contraindicated in purpura, existing prothrom- 
bin deficiency as in liver disease, subacute 
bacterial endocarditis, and renal insufficiency; 
(3) in the major attacks various drugs, partic- 
ularly papaverine and morphine, are valuable 
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in providing relief from symptoms. Oxygen | 
to relieve cyanosis and phlebotomy to reduce 
marked venous distention are also useful, 
—Pulmonary Embolism, N. Feeney, Canad, 
M. A. J., August, 1945, 53: 182—(H. R. 
Nayer) 


Pulmonary Infarcts.—The roentgen diag. 
nosis of pulmonary infarct is frequently 
missed. The error is almost always a “neg. 
ative” one in that it is not suspected. It 
may mimic almost any other lung disease. 
This paper is partially based on 344 instances 
of aseptic hemorrhagic infarction seen during 
a ten-year period. In 174, infarction was the 
major cause of death, but in only 22 per cent 


was the correct diagnosis made. In recent 
years the differentiation from the pneumonias 
is important because of the use of sulfa drugs. 
The first papers on this subject appeared in 
1922. Kirklin and Faust in 1930 stated: 
“Tt is difficult and at times impossible to make 
a diagnosis of pulmonary infarction from the 
roentgenogram. With the clinical data, how- 
ever, the nature of the shadows appearing 
on the film may usually be accurately de- 
termined.” As evidence has accumulated 
over a period of years, the varied appearances 
which an infarct may assume have become 
more generally understood. In most instances 
it is possible to suspect its presence from the 
roentgenogram alone. Clinical findings usu- 
ally include hemoptysis with sudden sharp 
pleural pain, dyspnea, rfles and changes in 
the character of the breath sounds. If a 
peripheral pleural surface is involved a friction 
rub may be heard. Physical findings vary 
with the position and age of the infarct. 
There is a moderate elevation of temperature 
and of the white blood count. Jaundice 
occurs occasionally. While a number of 
infarcts occur postoperatively, the majority 
are seen in “medical” patients and are more 
likely to develop in persons with cardiac 
disease. In a study by the author 6 per cent 
occurred after surgery, 70 per cent had 
evidence of heart disease and 24 per cent were 
noncardiac patients. Repeated examinations, 
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| ef necessity made at the bedside, are necessary 


because of the great variation in the ap- 

ce of infarcts and the frequency with 
which the infarct shadows are marked by 
various complications. All authors agree 
that infarcts occur most frequently in a lower 
lobe, especially the right. When an upper 
lobe is involved, infarcts will almost always be 
found in a lower lobe also. They vary in 
size from one ce. to an entire lobe. Once 
developed it will vary but little in size, but 
complications such as pneumonia, abscess 
and pleural effusion may cause an apparent 
increase. They are frequently multiple. 
There is no characteristic shape, but by the 
nature of the process, it must be so situated 
that it borders on at least one pleural surface. 
Therefore, the shape is modified by the con- 
tour of the portion of the lobe involved. It is 
possible for an infarct to have a conical shape 
and to present a roughly triangular appearance 
inthe X-ray film; but, if so, it will be triangu- 
lar in only one projection. Variations in 
shape will also be encountered as the result 
of a superimposed infarct shadow. Border 
of an infarct shadow is usually sharply de- 
marcated and the shadow is almost always 
homogeneous after the first few hours and is 
of moderate density in relation to its diam- 
eters. The presence of complications may 
obscure the X-ray appearance, sometimes 
quite early. Roentgen examination should, 
therefore, be made as soon as possible after 
the onset of symptoms. Among the com- 
plications are bronchopneumonia, which may 
begin within a few days; pleural effusion, 
which is a distressingly frequent complication; 
secondary lung abscess within the infarct 
which is a not uncommon sequel. Pulmono- 
pleural fistula may also develop with re- 
sultant empyema. Many small infarcts heal. 
Healing occurs by replacement of the necrotic 
tissue by fibrous tissue resulting in a stellate or 
linear scar. Infarct shadows must be dif- 


ferentiated from pneumonias of various types, 
neoplasm, passive hyperemia, pleural effusion, 
cysts and atelectasis.—Roentgen Diagnosis of 
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Pulmonary Infarcis, G. R. Krause, Radiology, 
August, 1945, 45: 107. —(G. F. Mitchell) 


Pulmonary Thrombosis.— Pulmonary 
thrombosis is rare in children. There have 
been only 14 cases reported in the literature 
since 1897. The literature is reviewed in this 
article and a case history given of a 7 year old 
boy who had recurrent “colds” with chills, 
fever and anorexia over an eight-month period. 
There had been occasional abdominal pain and 
hemoptysis. Two weeks before the onset of 
the above symptoms the boy had been in- 
volved in an automobile accident in which 
he had been knocked down, having been struck 
on the chest. At the time of the accident 
there had been no external evidence of injury. 
On admission to the hospital physical exami- 
nation revealed that he was acutely ill, pale, 
temperature 102° F., pulse 120, respirations 48. 
Moderate cyanosis was present. The heart 
was enlarged to both the right and the left 
with a thrill present over the left third inter- 
space. A loud harsh systolic murmur was 
heard over the precordium, loudest over the 
aortic and pulmonic areas. There was dulness 
over the entire right chest both anteriorly 
and posteriorly with bronchial breathing and 
increased breath and voice sounds present 
over the areas of dulness. The liver edge was 
tender and palpable four fingers below the 
costal margin. The spleen was palpable 
and enlarged. Clubbing and ankle edema 
were present. The tuberculin test was 
negative. Hemoglobin was 40 per cent, red 
blood cells 2,210,000, white blood cells 
17,250 with 86 per cent polymorphonuclears. 
Admission X-ray film revealed extensive 
infiltrations in the inner zone of the right 
lung with less extensive infiltrations spreading 
out from the hilum of the left lung. The 
diagnosis was extensive pneumonitis, tuber- 
culosis to be ruled out. There was no change 
on sulfadiazine therapy. The boy was 
discharged one month after admission un- 
improved. He died twenty-five days after 
discharge following two generalized con- 
vulsions. Autopsy revealed a _ congenital 
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anomaly of the heart consisting of inter- 
ventricular septal defect, thrombosis of the 
pulmonary artery with massive pulmonary 
infarction, abscesses of the lower right lobe, 
pulmonary edema, acute fibrinous pleurisy 
on the right, hypertrophy and chronic passive 
congestion of the spleen and liver and emaci- 
ation. There follows a discussion of incidence, 
pathogenesis, symptoms, signs, treatment 
and prognosis. It is pointed out that the 
differential diagnosis in children lies between 
congenital heart disease, heart failure with 
chronic passive congestion, pneumonia and 
tuberculosis—Thrombosis of Pulmonary 
Artery in Children, Elinor B. Harvey & 
P. Hogg, Am. J. Dis. Child., January, 1946, 
71: 67.—(K. R. Boucot) 


Traumatic Wet Lung.—The authors report 
observations and treatment on severely in- 
jured cases seen within a few hours of injury. 
They observed that (7) in all wounds of the 
chest to a greater or lesser degree, depending 
upon the type and severity of the lesion, the 
lung tissue reacts to produce more than its 
normal amount of interstitial and intra- 
alveolar fluid; and that (2) in all wounds of the 
chest the bronchopulmonary tree not only 
has more fluid to rid itself of, but becomes 
less capable of doing so. The ‘“‘wet lung” 
may be present in a severe degree from a 
relatively minor lesion. Clinically these cases 
are often apprehensive, dyspneic, with par- 
oxysms of painful cough which while pro- 
ductive is not effective in emptying the bron- 
chopulmonary segments. On physical ex- 
amination there is .restricted motion and 
diminished breath sounds, with many moist 
bronchial rales, wheezes, ronchi. Some cases 
resemble bronchial asthma. are usually 
heard on both sides and this is a valuable clue 
as associated conditions, hemothorax, pneu- 
mothorax, etc. may mask signs on the in- 
volved side. X-ray findings may be absent 


even in the presence of marked auscultatory 
moisture. The primary cause of increased 
lung moisture is not known, but seems to be 
related to the production of chest wall pain. 
“Wet lung” may be the antecedent stage of 


massive collapse, and those who treat wet 
lung according to principles outlined here do 
not see massive collapse. In treatment only 
two points are paramount: control the pro. 
duction of moisture and promote bronchial 
drainage. Morphine and adhesive strapping 
are unphysiological. Temporary nerve block, 
or paravertebral sympathetic block, repeated 
as often as necessary, is the first treatment to 
be thought of, and frequently is the only 
treatment necessary. Results are often dra- 
matic. The cough becomes painless and 
effective. One in an alarming state may pass 
in a very few minutes into one of comparative 
comfort and safety. Others may requir 
tracheobronchial catheter aspiration or bron- 
choscopy. Aspiration is particularly indi- 
cated in cases complicated by a bronchopleural 
fistula. When lung moisture persists after 
nerve block and effective cough or aspiration, 
intravenous atropine (grains 1/150) is of great 
value. In other cases oxygen delivered under 
positive pressure is of benefit. The dif- 
ferential diagnosis in these cases includes 
bronchial asthma, pulmonary edema of 
cardiac origin, pulmonary edema in peripheral 
vascular failure and blast lung. As blast 
lung is a severe degree of pulmonary contusion 
the resulting pulmonary edema is probably 
traumatic in origin, and treatment along 
the lines outlined here will be most beneficial: 
nerve block, catheter suction, atropine, oxy- 
gen under positive pressure. An interesting 
series of selected cases is presented illustrating 
vividly the application of the principles out- 
lined.—Traumatic Wet Lung, Major T. H. 
Buford & Major B. Burbank, J. Thoracic 
Surg., December, 1945, 14: 415.—(W. M. 6. 
Jones) 


Pulmonary Rarefaction.—Cyst-like pul- 
monary cavities, which are not the result of 
destruction of pulmonary tissue by inflam- 
mation, may be congenital or acquired. 
Congenital cysts often escape detection until 
later in life. The lining membrane is com- 
posed of cylindrical, cuboidal or flattened 
epithelium unless it has been destroyed by 
secondary infection. Congenital cysts may 
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projuce no symptoms but cough, dyspnea 
and cyanosis may occur particularly in infants 
with expanding cysts due to check-valve 
mechanism. On X-ray examination, these 
cysts may be confused with an encapsulated 
empyema or a tension pneumothorax. Ef- 
fective therapy requires removal, either by 
lobectomy or pneumonectomy; if possible, 
operation should be deferred until the patient 
is two or more years of age. Cystic bron- 
chiectasis is regarded by some as one form of 
congenital cystic disease. Cystic bronchiec- 
tasis may be secondary to chronic bronchial 
obstruction. Where suppuration is present, 
particularly in the presence of bronchial 
obstruction such as a foreign body, it is 
frequently impossible to determine whether 
the cystic disease is congenital or acquired. 
Nontuberculous cavities in children may be 
due to evacuation of lung abcesses or to 
partial bronchial obstruction resulting in 
pneumatocele. Usually, cavities produced 
by lung abscesses diminish in size as the in- 
fammation subsides. Where they persist, 
owing to fibrosis or epithelialization, surgery 
may be required. Pneumatoceles usually 
appear when pulmonary infiltrations are 
resolving and their development is not ac- 
companied by purulent sputum or other 
pulmonary symptoms. Pneumatoceles com- 
monly disappear in a few weeks or months 
and do not require surgery. They can be 
differentiated from other types of pulmonary 
rarefaction by serial clinical and X-ray 
studies. Illustrative case reports are cited.— 
Annular Areas of Pulmonary Rarefaction in 
Children, Eileen Phillips & C. A. Stewart, 
New Orleans M. & S. J., December, 1945, 
98: 247.—(H. R. Nayer) 


Emphysema.—The fundamental elements 
of respiration are the extensibility and the 
elasticity of the lung tissue. The elasticity 
causes a continuous tension on the internal 
surface of the thorax and so maintains the 
hegative pressure in the pleural cavity. This 
facilitates the circulation of the venous blood. 
The vital capacity depends entirely on the 


pulmonary parenchyma. The emphysema- 
tous patient has lost part of the pulmonary 
elasticity with increase of the extensibility. 
This causes permanent hyperdistension es- 
pecially, during expiration. This, in turn, 
results in an increase of the air in the lungs 
which becomes an obstacle for the entering 
of new air into the alveoli. From the physio- 
pathological viewpoint, pulmonary emphy- 
sema can be explained as a change in the 
pulmonary structure characterized mainly 
by permanent relaxation, dilation, diminution 
and finally loss of elasticity of the lung. This 
results in an increase of the volume of the 
lungs with change from negative into positive 
intrapleural pressure. The respiratory func- 
tions are profoundly affected by these changes. 
There is increase of the residual air with 
diminution of vital capacity. The effective 
amount of complemental air is considerably 
diminished by direct decrease of the tidal air 
and by relative increase of the dead space. 
The loss of elasticity causes in advanced 
emphysema an increase in the venous pres- 
sure. The intrapulmonary circulation suf- 
fers by compression of the capillary bed 
surrounding the distended alveoli. The quan- 
tity of blood in the pulmonary capillaries is 
diminished. This explains the cardiac symp- 
toms of the emphysematous patient. The 
cardiac function itself is affected by the 
elongation of the vessels in the vertical sense. 
The difference between the pressure in the 
ventricles and in the great vessels is less than 
in the normal individual. The contrac- 
tibility of the heart muscle fiber is diminished 
which effects the diastole. By Starling’s law 
the systolic volume is therefore reduced. 
This results in cardiac insufficiency which 
does not respond to the usual treatments. 
The persistently high intrapleural pressure 
produces also the characteristic deformity of 
the thoracic cage which is increased in all its 
diameters and may finally be fixed in per- 
manent inspiration. As the diaphragm is 
maintained in its normal dome-shaped posi- 
tion by the difference of the intrapleural and 
intraperitoneal pressures, an increase of the 


degree of distention and retraction of theintrapleural pressure to around zero causes 
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flattening and descent of the diaphragm into 
the abdominal cavity.—Caracteristicas fisto- 
patologicas del enfisema pulmonar, J. A. 
Sciuto, Rev. de tuberc. d. Uruguary, April, 
1945, 13: 197.—(W. Swienty) 


Bullous Emphysema.—Eight cases of pro- 
gressive bilateral bullous emphysema, ob- 
served during a period of three years, are 
presented, and 13 similar cases, reported in 
the literature as bullous emphysema, giant 
bullous emphysema, giant symmetric bullous 
emphysema, cystic disease of the lungs, 
multiple cysts of the lung, cystic degeneration 
of the lungs, vanishing lung, are reviewed. 
All patients were men. The symptoms of 
cough, increasing dyspnea, recurrent infections 
of the respiratory tract, asthma-like attacks, 
weakness, loss of weight usually began in the 
third and fourth decades. The roentgeno- 
logical examination showed emphysematous 
bullae in the upper lobes, appearing first in the 
apices and slowly extending downward. The 
lower lobes were compressed, the diaphragms 
were depressed. Little is known of the cause, 
pathogenesis and treatment.— Progressive Bi- 
lateral Bullous Emphysema, A. H. Price & 
G. Teplick, Arch. Int. Med., February, 1946, 
77: 182.—(G. C. Leiner) 


Cystic Disease.—The authors define cystic 
disease as any condition in which the lung 
parenchyma is replaced by sharply defined 
cavities containing fluid or air; dermoid cysts, 
ecchinococcus cysts and encapsulated in- 
terlobar collections are excluded. Cystic 
lung disease may be congenital, acquired or 
both. Congenital cystic disease falls into two 
main groups: (1) The large solitary cyst which 
may occupy one or more lobes often displacing 
the mediastinum. These are usually dis- 
covered in infancy or early childhood giving 
symptoms of cyanosis and dyspnea. These 
cysts are lined by a layer of columnar epithe- 
lium resting on a tunica propria and a layer of 
connective tissue. Bronchial communication 
is difficult to demonstrate grossly. On the 


X-ray film, the cystic space is usually well 
defined. (2) In this type, the lung paren- 
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chyma is replaced by areas of cystic degen. 


eration ranging from multiple miliary cysts 
to large multilocular or unilocular cysts, 
These cavities communicate freely with 
bronchi and the walls show the usual ar. 
chitecture of a bronchus including smooth 
muscle and cartilage. On X-ray pictures, 
this form of cystic disease is characterized by 
a honey-combed appearance. The absence 
of accompanying parenchymal infiltration 
or distortion of the thoracic cage is helpful in 
ruling out an acquired bronchiectasis. Ac- 
quired cystic disease is associated with re- 
spiratory infection, chronic bronchitis, pul- 
monary fibrosis and emphysema, or bronchial 
asthma. Any pathological lesion causing 
incomplete bronchial obstruction can produce 
this condition. Pathologically, the acquired 
form of cystic disease is indicated by the 
presence of coal pigment in the contiguous 
alveolar walls and existence of blebs and 
bullae at the periphery of the lung. On the 
roentgenogram, acquired pneumatocele is 
is seen as a poorly defined annular shadow 
devoid, for the most part, of lung markings. 
Differentiation from localized pneumothorax 
may be difficult but can usually be made by 
a diagnostic pneumothorax and _intracavi- 
tary pressure determinations. Uncomplicated 
cystic disease of the lungs rarely gives rise to 
symptoms. However, upper respiratory in- 
fections are often followed by infection in the 
cystic areas. The severe constitutional symp- 
toms and cerebral complications associated 
with acquired bronchiectasis and pulmonary 
suppuration are not seen in these cases. In 
later life, increasing dyspnea often becomes 4 
problem. Hemorrhage is a frequent com- 
plication and occurred in 4 of 13 patients ob- 
served by the authors. Spontaneous pneumo- 
thorax occasionally complicates the picture 
and one patient in this series developed 4 
spontaneous hemopneumothorax. Thirteen 
illustrative case records are summarized— 
Cystic Disease of the Lung, E. Klosk, A. 
Bernstein & A. E. Parsonnet, Ann. Int. Med., 
February, 1946, 24: 217—(H. R. Naye) 


Silicosis.—Every year 8 to 9 per cent of all 
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miners in Bolivia are incapacitated by occupa- 
tional diseases, especially silicosis. As mine 
work represents the only base for the economy 
of the country, this is of highest importance. 
Four different types of dust have to be con- 
sidered in their effect on the lung tissue: (1) 
inert, (2) irritating, (3) sclerosing and silicotic 
and (4) carcinogenic. The two first are with- 
out great pathological importance. Silicosis 
js the most important form of pneumono- 
coniosis and has been made the object of this 
monograph. It is caused by inhalation of dust 
containing free silica and leads to progressive 
pulmonary fibrosis mainly of the nodular type. 
Some form of dust may be combined with 
silica. The danger then depends upon their 
percentage of silica. Many factors contribute 
to the development of the disease. Only dust 
particles smaller than 5 micra cause silicosis. 
The dimensions probably have to be between 
one and 3 micra. There is a low threshold of 
five million particles per cubic foot. Even 
permanent life-long exposure to this will not 
causeany harm. The high threshold is about 
one hundred million particles per cubic foot. 
This will always cause silicosis after a various 
length of time which depends largely upon the 
percentage of pure silica in the dust. Under 
equal conditions, certain individuals develop 
the disease rapidly, others only after long 
exposure. Here individual predisposition and 
the state of the protective mechanisms, 
especially the epithelium of the nasal cavi- 
ties and of the bronchi play a réle. Alcohol- 
lism, so frequent among miners, is a major 
factor in breaking down the defense mech- 
anisms of the body. The time element of the 
exposure is very important. One to two 
years’ work in dust with a high threshold of 
particles and a high concentration of silica 
may cause acute fatal silicosis. The dust par- 
ticles are lodged in the alveoli where they im- 
mediately undergo phagocytosis and form the 
so-called dust cells. The silica causes the 
death of the phagocyte. Destructive fibrosis 
sets in which results in progressive obstruction 
of the lymphatics. True silicotic nodules are 
80 formed. They have a diameter of one to 
2mm. and are disseminated mainly in the 


medial portions of the lungs. If silicosis is not 
symmetrical there must be some other disease 
complicating silicosis. In the later stages 
emphysema, hypertrophy and dilatation of 
the right ventricle, thickening and symphysis 
of the pleura are constant findings. Most 
important symptoms are dyspnea, cyanosis, 
chest pain and cough. Hemoptysis is rare. 
There is a progressive reduction of the vital 
capacity of about 15 per cent in the moderately 
and about 25 per cent in the far advanced 
cases. X-ray examination is the most im- 
portant means of confirming the diagnosis. 
The picture may vary from increase of the 
broncho-vascular and linear markings in the 
initial phase to the typical snowflake forma- 
tion in the advanced cases. Silicosis in the 
initial or moderately advanced stage has to 
be differentiated from miliary tuberculosis, 
bronchial asthma, siderosis, passive pulmonary 
congestion, bilateral bronchiectasis, metas- 
tasis, mycotic infections and polycythemia 
vera; the advanced case from chronic fibrotic 
tuberculosis and tumor of the lungs or medi- 
astinum. The complications of silicosis are 
pulmonary infection, cardiac failure, spon- 
taneous pneumothorax and malignancy. The 
most common complication is tuberculosis. 
Statistics have shown that the incidence of 
tuberculosis among workers was 2.39 per 
thousand whereas in the presence of the dust 
it was 5.42 per thousand. Experimental 
studies have shown that dust inhalations 
diminish the relative immunity conveyed by 
the primary infection. The development of 
tuberculosis is directly related to the con- 
centration of free silica in the dust. Tuber- 
culosis is the cause of death of a third of all 
workers in the granite industry. From 
animal experiments the conclusion can be 
drawn that tuberculosis occurs as a new 
infection in the lung previously damaged by 
silica dust. The mixed lesions have a slow 
evolution but always terminate in an active 
tuberculosis. Two forms of tuberculosis, as 
complication of dust disease, can be differ- 
entiated: silico-tuberculosis and tuberculosis 
with silicosis. Silico-tuberculosis is char- 
acterized by modified silicotic lesions without 
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signs of active local tuberculosis. The typical and on the chest and scattered rAles over the th 
lesion is a nodule of about 3 to 6 mm. in lung. A chest X-ray showed a diffuse, ar 
diameter with caseous centre and a periphery nodular, partly coalescing infiltration jy gil 
rich in cells but with only occasional giant both lungs. The sputum was negative for [fs 
cells. The mineral particles are in the tubercle bacilli on repeated examinations 4H 
periphery. By coalescence giant nodes The clinical course was progressive and the 41 
develop. Clinically, in the beginning there patient eventually died from cardiac insuffi. 
are no symptoms of tuberculosis. X-ray ciency. No postmortem examination was 
films show the typical nodule and the tendency made. An assistant to this patient, who T 
of the nodules to augment in volume and to — had accompanied him on his last trip, showed _¢o 
become confluent. Finally there are massive similar, but less extensive pulmonary lesions m 
dense shadows. Tuberculosis with silicosis and a mild clinical syndrome. These 2 ¢a 
is that state in which silicosis is complicated cases may be considered as acute silicosis, | st: 
by active open tuberculosis. It includes While pneumonoconiosis is rare in Cuba, | th 
the terminal stage of silico-tuberculosis. It there have been described cases of “ba- | hc 
occurs mostly in young individuals who  gassosis” due to inhalation of cane grindings, | eq 
have been exposed to dust for a relatively The “bagasse” is a dusty material which | 50 
short time. There is no known treatment constitutes the remnants of cane after the | — 
to check the progress of silicosis. Only by extraction of sugar. The clinical onset of | (¢ 
prophylaxis can decisive results be obtained. bagassosis occurs usually after two to four | 19 
Sanitary measures consist in sprinkling of months of exposure; it starts acutely with 
the mines, ventilation and aspiration of the paroxysmal cough and dyspnea, sometimes 
dust. Every worker should wear a mask. blood-streaked expectoration, retrosiernal | ps 
Dust collectors should be installed. By pain and asthenia. The X-ray film of the | in 
projection of inoffensive floating particles chest shows enlargement of the root shadows | in 
into the air the diameter of the silica particles and increased pulmonary markings. Com- | (u 
can be increased. Forced inhalation of in- plete resolution is possible in some cases, ge 
offensive dust as metallic aluminum may while in others there is a tendency to a ar 
retard or counteract the accumulation of chronic fibrosis. The “bagasse” contains | m 
silica in the lungs. From the medical stand- 5 to 7 per cent of silica, but the disease in pe 
point, every worker should be X-rayed at question cannot be considered a silicosis. us 
regular intervals. The legislation for the It is probable that bagassosis is of allergic 0 
protection of the miners in Bolivia is insuffi- origin. Extract of bagasse gives a positive dt 
cient and very often not obeyed by the mine reaction in sensitized persons.—Caso inter- pe 
operators. It is suggested to change workers esante de silicosis, aguda, bagazosis, M. A. su 
exposed to silica dust periodically into other Manas, Rev. mex. de tuberc., November- ag 
healthier professions, especially in agriculture. December, 1945, 7: 391.—(L. Molnar) ti 
— Neumoconiosis y silicosis, S. Medeiros Q.., fr 
Ap. respir. y tubere., Bolivia, 1944, 5: 42.— Silicosis—Bronchospasm is a factor in to 
(W. Swienty) - the dyspnea of the patient with silicosis, as T 
seen from the fact that the patients are ti 
Acute Silicosis.—This is a case report relieved by the administration of epinephrin. in 
concerning an engineer, who became ill It has been shown that colloidal silica produces fr 
after four months of exposure to an atmos- bronchospasm. Eosinophilia—which is usu- th 
phere heavily loaded with mineral dust in a ally considered to be part of a generalized gl 
voleanie region in Honduras. The first allergic response—is found in over 50 per cent to 
phase of illness was characterized by a grippe- _ of patients with silicosis. Histamine produces m 
like syndrome with fever, paroxysms of bronchospasm in silicoties as it does in or 
cough and diffuse erythema on the abdomen patients with bronchial asthma. _ It is believed th 
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that silica has allergenic properties which 
are partially responsible for the dyspnea in 
silicosis —The Allergenic Effect of Silica and 
Its Relation to Dyspnea in Silicosis, W. J. 
Habeeb, Ohio State M. J., December, 1945, 
4: 1101.—(G. C. Leiner) 


Workmen’s Compensation for Silicosis.— 
The new Czechoslovak law provides for a 
compensation for workers afflicted with pneu- 
monoconioses and consecutive tuberculous or 
carcinomatous lesions. Silicosis is an out- 
standing problem. Workers suffering from 
this disease receive medical care, including 
hospitalization, and a monetary compensation 
equal either to one-half year’s full pay or 
50 per cent of their former salary for life-time. 
—The Disease of Foundrymen: Silicosis, 
(Czech), E. Graubner, Casop. lék. “esk., July, 
1946, 85: 995.—(O. Felsenfeld) 


Dust Particle Size.—Determination of 
particle size of atmospheric dusts is important 
in evaluating health hazards in various 
industries. A sufficient number of particles 
(usually 150 to 200) is measured and the 
geometric mean size and standard deviation 
are then determined graphically. Various 
methods are used for measurement of dust 
particle size. The jet dust counter commonly 
used is selective for particles below 2.0 micra. 
Other methods involving evaporation of a 
dust sample solution on a glass slide are 
particularly unsatisfactory for fibrous dusts, 
such as asbestos, due to the tendency to 
agglomeration of the particles. The collec- 
tion of dry dust by filter bag or directly 
from rafters or ledges is unsatisfactory owing 
to disintegration of more fragile particles. 
The author’s method overcomes these objec- 
tions especially for fibrous dusts. The method 
involves the settling of the suspended dust 
from a liquid medium (ethyl alcohol) onto 
the surface of a number 1 microscope slide 
glass cover, allowing the suspending liquid 
to evaporate slowly to dryness, and then 
Mounting the cover glass, dust side down, 
onto a microscope slide. The dust deposit, 


thus being on the underside of the cover 
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glass, can be sharply focussed and measured 
by oil immersion. The Dunn dust counting 
cell is used as the settling chamber.— The 
Preparation of Slides for Measurement of 
Dust Particle Size, W. E. McCormick, Pub. 
Health Rep., February 1, 1946, 61: 129.— 
(H. R. Nayer) 


Hazards in Fire-brick Industry.—A study 
of the refractory brick industry in Kentucky 
was carried out with regard to the dust 
hazard. Two raw materials are employed: 
plastic and hard clays. These fire clays are 
basically hydrated aluminum silicates and 
they vary in chemical composition. The 
following average amounts of free silica were 
found: plastic clay, 17.7 per cent; flint clay, 
7.1 per cent; semi-flint clay, 14 per cent; 
burnt brick, 10.3 per cent. Analyses of the 
dusts encountered in various operations 
ranged from 1 per cent free silica in some 
burnt brick dust to 95 per cent free silica in 
the mold or parting sand. The dry pan and 
screen mills are the most dangerous sources 
of sustained dust production; maximum 
concentrations of 2,742.2 and 1,176 million 
particles per cubic foot respectively were 
found at these points. The accepted safe 
limit is 5 million free silica particles per 
cubic foot. The median particle size of 
all atmospheric dust collected in the industry 
was three micra. Effective control measures 
are available for use in all operations of the 
industry.—Siliceous Exposures in the Fire 
Brick Industry: I, Engineering Study, W. W. 
Stalker, J. Indust. Hyg. & Tozxicol., December, 
1945, 27: 275.—(H. R. Nayer) 


Hazards in Fire-brick Industry.—An 
engineering study of the fire-brick industry 
revealed a sufficient volume of dust, con- 
taining enough free silica, to represent an 
industrial hazard. Chest X-ray films were 
made of 876 men in the industry. Ninety- 
seven (11 per cent) showed X-ray evidence 
of pneumonoconiosis manifested by diffuse, 
finely granular fibrosis. These individuals 
had been employed in the fire-brick industry 
for periods ranging from nine to forty-seven 
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years, the mean of their employment being 
twenty-five years. Two of the X-ray films 
showed nodular silicosis; these men had 
operated unenclosed dry pan mills for many 
years. Twenty-six X-ray films revealed 
evidence of tuberculosis; this represents a 
percentage exactly twice that found on mass 
surveys of the general population in this 
area. Eleven of these 26 cases were com- 
plicated by fine granular fibrosis —Siliceous 
Exposures in the Fire Brick Industry: II. 
Roentgenologic Study, W. L. Ritter & P. G. 
Bovard, J. Indust. Hyg. & Tozxicol., December, 
1945, 27: 2838.—(H. R. Nayer) 


Beryllium Poisoning.—One hundred and 
seventy cases of beryllium poisoning were 
seen during a period of four years. Mani- 
festations included dermatitis, chronic skin 
ulcer and inflammatory changes in the 
respiratory tract. The pathological findings 
and the clinical course of the disease suggest 
a chemical reaction as the cause. Ninety 
patients had chemical nasopharyngitis and/or 
chemical tracheobronchitis. The chief com- 
plaint of these patients was soreness of the 
nose and throat associated with mild epistaxis. 
Chemical tracheobronchitis was characterized 
by cough, rfles in both lungs and normal 
serial roentgenograms. Vital capacity was 
reduced as much as 30 per cent in some cases. 
There was an occasional low grade fever. 
The illness lasted from seven to twenty-one 
days if exposure was discontinued. Chemical 
pneumonitis developed in 38 patients. 
Symptoms were cough with occasional blood- 
streaked sputum, substernal burning pain, 
dyspnea, cyanosis, abnormal taste, anorexia 
and increasing fatigue. The onset of the 
disease was insidious. The temperature was 
often normal. The sedimentation rate and 
the blood count were within normal limits. 
Roentgenological changes in the lung fields 
appeared two to three weeks after the onset 
of symptoms and physical signs. In order 
of appearance the changes were diffuse 
haziness of both lungs, development of 
soft irregular areas of infiltration with promi- 
nence of peribronchial markings, absorption 
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of soft infiltration and appearance of discrete 
large or small conglomerate nodules scattered 
throughout both lung-fields and clearing 
after one to four months. Five patients 
died of chemical pneumonitis. The patho. 
logical findings showed atypical pneumonitis, 
The lung tissue sections were characterized 
by large numbers of plasma cells, relative 
abscence of polymorphonuclear infiltration, 
diffuse pulmonary edema and hemorrhagic 
extravasation. The most beneficial thera- 
peutic measures were oxygen and rest. The 
incidence of beryllium poisoning dropped 
considerably after proper preventive measures 
were introduced in all three plants in which 
these 170 cases were observed.— Beryllium 
Poisoning, H. S. Van Ordstrand, R. Hughes, 
J. M. DeNardi & M. G. Carmody, J. A.M. A, 
December 15, 1945, 129: 1084.—(H. Abeles) 


Welding Hazards.—Welding in confined 
spaces without proper ventilation exposes 
the welder to serious danger from poisoning 
with oxides of nitrogen. When the acetylene 
torch is used for welding, the high temperature 
causes the formation of various oxides of 
nitrogen. The exact proportion of these 
gases depends on the prevailing temperatures. 
When inhaled a fairly constant proportion 
obtains at body temperature, namely 5 parts 
of nitrous oxide to 95 parts of dioxide. The 
latter polymerizes with further cooling to 
N.O,. When these gases come in contact 
with water, as they invariably do in the 
respiratory tract, they form mixtures of 
nitrous and nitric acid. These acids cause 
severe purulent tracheitis, bronchitis, bron- 
chiolitis and pulmonary edema. Several cases 
of death from pulmonary edema due to 
inhalation of oxides of nitrogen are on record, 
and the author adds another one. The 
welder was a young man in good health who 
had spent just twenty-five minutes welding 
inside a tank which was inadequately venti- 
lated. When welding is done by means of 
electricity, the hazard is less, although it 
has been shown that oxides of nitrogen are 
also evolved, but to a lesser degree. The 
hazard in electric arc welding is further 
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reduced by the workers’ wearing of a special 
protective screen.— Nitrosegasevergiftung bet 
Schweissern, F. Hatt, Schweiz. med. Wchnschr., 
June 1, 1946, 76: 488—(H. Marcus) 


Asthma.—Severe asthma is best treated in 
a hospital, preferably in a private room. 
The new surrounding eliminates many nervous 
factors present in the patient’s home. The 
pillows and the covers should be dust-proof. 
A pollen filter may be of advantage. The 
room should be free from drafts and fumes, 
the temperature should be even. The 
deansing of the room is best done with a 
damp cloth. A mixture of 20 per cent oxygen 
and 80 per cent helium at a rate of flow from 
6 to 9 liters per minute may give comfort in 
an acute asthmatic attack. The most useful 
drug is epinephrine. The usual dose is 0.5 cc. 
of a 1:1000 solution. This dose may have 
to be repeated at intervals of twenty minutes, 
A one per cent solution may be used as a 
spray. The critically ill patient may need 
epinephrine intravenously, one cc. of 1:1000 
solution in one liter of isotonic solution of 
sodium chloride. If respiratory failure is 
imminent nikethamide or metrazole may be 
necessary. The intravenous administration 
of 0.25 g. of aminophylline in 250 cc. of a 
2 per cent solution of dextrose may be of 
value. Aminophylline may also be given 
orally, 0.1 to 0.2 g. three times daily, or 
rectally 0.5 g. Ephedrine or ephedrine-like 
drugs are frequently used in combination 
with barbiturates and aminophylline. When 
bronchitis is a prominent factor an expectorant 
isof utmost value. Iodides are most helpful; 
if not tolerated ammonium chloride may be 
helpful. If nervous factors are prominent 
small doses of a sedative are indicated. If 
premenstrual tension causes an exacerbation 
of the asthma, estrogens should be used. 
Bronchoscopy has to employed if broncho- 
stenosis is suspected.— Treatment of a Seriously 
Ill Asthmatic Patient, H. M. Carryer, L. E. 
Prickman, C. K. Maytum & G. A. Koelsche, 
J. A.M. A., May 4, 1946, 131: 21.—(H. 
Abeles) 
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Asthma in Southwest Pacific.—Asthma 
has proved to be one of the important causes 
of chronic disability in the Armed Forces in 
the Southwest Pacific area. That asthma 
should recur or develop to a greater extent 
in the Armed Forces, either in the United 
States or overseas, than in the same age group 
among the civilian population, was not 
unexpected. The extremes of climate, in- 
creased exposure to dust and pollen, strenuous 
physical exertion and the emotional strain 
of military life would favor the recurrence 
or aggravation of mild asthma, and the 
development of new cases. The anticipated 
unfavorable effects of tropical conditions on 
asthma became apparent soon after our 
troops occupied certain islands in the South- 
west and South Pacific areas. As more 
and more cases were being observed, the 
general aspect of the whole question assumed 
considerable importance and prompted the 
present study. Three hundred and fifty-two 
cases of asthma, representing 1.2 per cent 
of total admissions, were observed at a General 
Hospital in the Southwest Pacific Area. Of 
these, 209 were studied in detail, and an 
analysis of them is presented: 107 developed 
asthma prior to service; 102 after entering 
military service; 136 were inducted, 51 
enlisted, 13 entered through the National 
Guard and 8 were officers; 109 were admitted 
from other hospitals, 98 from Base or unit 
dispensaries and 2 were not admitted but 
were studied in the out-patient department; 
119 of 130 patients serving in the tropics 
experienced prompt aggravation or recurrence 
of symptoms, only 11 were not made worse; 
66 patients developed their primary attack 
in the tropics. The rapidity with which 
aggravation or recurrence developed after 
arrival in the tropics was most striking; 
likewise, the primary attack appeared quickly 
but less so than the former. This sequence 
suggested an allergic mechanism. Develop- 
ment of asthma, either recurrence, aggrava- 
tion or primary attack, was perennial; 
seasonal factors apparently exerted no influ- 
ence. Pollen in the tropics and in Australian 
areas can be found throughout the year. 
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years, the mean of their employment being 
twenty-five years. Two of the X-ray films 
showed nodular silicosis; these men had 
operated unenclosed dry pan mills for many 
years. Twenty-six X-ray films revealed 
evidence of tuberculosis; this represents a 
percentage exactly twice that found on mass 
surveys of the general population in this 
area. Eleven of these 26 cases were com- 
plicated by fine granular fibrosis —Siliceous 
Exposures in the Fire Brick Industry: I]. 
Roentgenologic Study, W. L. Ritter & P. G. 
Bovard, J. Indust. Hyg. & Tozxicol., December, 
1945, 27: 2838.—(H. R. Nayer) 


Beryllium Poisoning——One hundred and 
seventy cases of beryllium poisoning were 
seen during a period of four years. Mani- 
festations included dermatitis, chronic skin 
uleer and inflammatory changes in the 
respiratory tract. The pathological findings 
and the clinical course of the disease suggest 
a chemical reaction as the cause. Ninety 
patients had chemical nasopharyngitis and/or 
chemical tracheobronchitis. The chief com- 
plaint of these patients was soreness of the 
nose and throat associated with mild epistaxis. 
Chemical tracheobronchitis was characterized 
by cough, rales in both lungs and normal 
serial roentgenograms. Vital capacity was 
reduced as much as 30 per cent in some cases. 
There was an occasional low grade fever. 
The illness lasted from seven to twenty-one 
days if exposure was discontinued. Chemical 
pneumonitis developed in 38 patients. 
Symptoms were cough with occasional blood- 
streaked sputum, substernal burning pain, 
dyspnea, cyanosis, abnormal taste, anorexia 
and increasing fatigue. The onset of the 
disease was insidious. The temperature was 
often normal. The sedimentation rate and 
the blood count were within normal limits. 
Roentgenological changes in the lung fields 
appeared two to three weeks after the onset 
of symptoms and physical signs. In order 
of appearance the changes were diffuse 
haziness of both lungs, development of 
soft irregular areas of infiltration with promi- 
nence of peribronchial markings, absorption 
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of soft infiltration and appearance of discrete 
large or small conglomerate nodules scattered 
throughout both lung-fields and clearing 
after one to four months. Five patients 
died of chemical pneumonitis. The patho. 
logical findings showed atypical pneumonitis, 
The lung tissue sections were characterized 
by large numbers of plasma cells, relative 
abscence of polymorphonuclear infiltration, 
diffuse pulmonary edema and hemorrhagic 
extravasation. The most beneficial thera. 
peutic measures were oxygen and rest. The 
incidence of beryllium poisoning dropped 
considerably after proper preventive measures 
were introduced in all three plants in which 
these 170 cases were observed.— Beryllium 
Poisoning, H. S. Van Ordstrand, R. Hughes, 
J.M. DeNardi & M. G. Carmody, J. A. M. A, 
December 15, 1945, 129: 1084.—(H. Abeles) 


Welding Hazards.—Welding in confined 
spaces without proper ventilation exposes 
the welder to serious danger from poisoning 
with oxides of nitrogen. When the acetylene 
torch is used for welding, the high temperature 
causes the formation of various oxides of 
nitrogen. The exact proportion of these 
gases depends on the prevailing temperatures. 
When inhaled a fairly constant proportion 
obtains at body temperature, namely 5 parts 
of nitrous oxide to 95 parts of dioxide. The 
latter polymerizes with further cooling to 
N.O,. When these gases come in contact 
with water, as they invariably do in the 
respiratory tract, they form mixtures of 
nitrous and nitric acid. These acids cause 
severe purulent tracheitis, bronchitis, bron- 
chiolitis and pulmonary edema. Several cases 
of death from pulmonary edema due to 
inhalation of oxides of nitrogen are on record, 
and the author adds another one. The 
welder was a young man in good health who 
had spent just twenty-five minutes welding 
inside a tank which was inadequately venti- 
lated. When welding is done by means of 
electricity, the hazard is less, although it 
has been shown that oxides of nitrogen are 
also evolved, but to a lesser degree. The 
hazard in electric arc welding is further 
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reduced by the workers’ wearing of a special 
protective screen.— Nitrosegasevergiftung bet 
Schweissern, F. Hatt, Schweiz. med. Wehnschr., 
June 1, 1946, 76: 483.—(H. Marcus) 


Asthma.—Severe asthma is best treated in 
a hospital, preferably in a private room. 
The new surrounding eliminates many nervous 
factors present in the patient’s home. The 
pillows and the covers should be dust-proof. 
A pollen filter may be of advantage. The 
room should be free from drafts and fumes, 
the temperature should be even. The 
ceansing of the room is best done with a 
damp cloth. A mixture of 20 per cent oxygen 
and 80 per cent helium at a rate of flow from 
6 to 9 liters per minute may give comfort in 
an acute asthmatic attack. The most useful 
drug is epinephrine. The usual dose is 0.5 ce. 
of a 1:1000 solution. This dose may have 
to be repeated at intervals of twenty minutes, 
A one per cent solution may be used as a 
spray. The critically ill patient may need 
epinephrine intravenously, one cc. of 1:1000 
solution in one liter of isotonic solution of 
sodium chloride. If respiratory failure is 
imminent nikethamide or metrazole may be 
necessary. The intravenous administration 
of 0.25 g. of aminophylline in 250 ce. of a 
2 per cent solution of dextrose may be of 
value. Aminophylline may also be given 
orally, 0.1 to 0.2 g. three times daily, or 
rectally 0.5 g. Ephedrine or ephedrine-like 
drugs are frequently used in combination 
with barbiturates and aminophylline. When 
bronchitis is a prominent factor an expectorant 
isof utmost value. Iodides are most helpful; 
if not tolerated ammonium chloride may be 
helpful. If nervous factors are prominent 
small doses of a sedative are indicated. If 
premenstrual tension causes an exacerbation 
of the asthma, estrogens should be used. 
Bronchoscopy has to employed if broncho- 
stenosis is suspected.— Treatment of a Seriously 
Ill Asthmatic Patient, H. M. Carryer, L. E. 
Prickman, C. K. Maytum & G. A. Koelsche, 
J. A.M. A., May 4, 1946, 131: 21.—(H. 
Abeles) 
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Asthma in Southwest Pacific.—Asthma 
has proved to be one of the important causes 
of chronic disability in the Armed Forces in 
the Southwest Pacific area. That asthma 
should recur or develop to a greater extent 
in the Armed Forces, either in the United 
States or overseas, than in the same age group 
among the civilian population, was not 
unexpected. The extremes of climate, in- 
creased exposure to dust and pollen, strenuous 
physical exertion and the emotional strain 
of military life would favor the recurrence 
or aggravation of mild asthma, and the 
development of new cases. The anticipated 
unfavorable effects of tropical conditions on 
asthma became apparent soon after our 
troops occupied certain islands in the South- 
west and South Pacific areas. As more 
and more cases were being observed, the 
general aspect of the whole question assumed 
considerable importance and prompted the 
present study. Three hundred and fifty-two 
cases of asthma, representing 1.2 per cent 
of total admissions, were observed at a General 
Hospital in the Southwest Pacific Area. Of 
these, 209 were studied in detail, and an 
analysis of them is presented: 107 developed 
asthma prior to service; 102 after entering 
military service; 136 were inducted, 51 
enlisted, 13 entered through the National 
Guard and 8 were officers; 109 were admitted 
from other hospitals, 98 from Base or unit 
dispensaries and 2 were not admitted but 
were studied in the out-patient department; 
119 of 130 patients serving in the tropics 
experienced prompt aggravation or recurrence 
of symptoms, only 11 were not made worse; 
66 patients developed their primary attack 
in the tropics. The rapidity with which 
aggravation or recurrence developed after 
arrival in the tropics was most striking; 
likewise, the primary attack appeared quickly 
but less so than the former. This sequence 
suggested an allergic mechanism. Develop- 
ment of asthma, either recurrence, aggrava- 
tion or primary attack, was _ perennial; 
seasonal factors apparently exerted no influ- 
ence. Pollen in the tropics and in Australian 
areas can be found throughout the year. 
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A positive family or personal history of hay 
fever and/or asthma and of skin sensitivity 
to pollen and other inhalant antigens was 
found singly or in combination in the majority 
of patients. Conditions which aggravated 
or induced attacks in the susceptible individual 
were multiple; in addition to pollen and other 
environmental dusts, damp humid weather, 
diurnal temperature variations and physical 
and emotional strain were involved. After 
consideration of all the data, 115 or 55 per 
cent of the cases were considered as due 
to pollen and inhalant dusts; 29 or 14 per 
cent to infection and in 65 probable causes 
could not be defined. In these, however, 
environmental conditions probably played 
an important part. The disability rate 
per patient represented only by hospital days 
in this theater was rather high: the minimum 
was 5, the maximum 225, and the average 
58.98; 172 patients, or 82 per cent of the 
entire series, were evacuated to the United 
States as unfit for duty in this area; 98 or 
78 per cent of the 126 patients in whom 
asthma developed in the United States, 
either prior to or after entering service, were 
returned to the United States. Specific 
treatment, namely, desensitization to the 
indicated pollens and other environmental 
dusts, was instituted. No conclusions con- 
cerning the efficacy of such therapy could 
be reached; in a small number of cases, such 
treatment appeared to be beneficial and en- 
abled the patient to remain on duty. On the 
basis of this study, it is suggested that any 
soldier with a history of or manifesting mild 
asthma should not be sent to an overseas thea- 
ter, unless limited or restricted service is 
understood. In any event such persons 
should not undertake tropical service. Even 
the presence of hay fever should be seriously 
considered as a disqualifying condition for 
general service overseas. Army Regulations 
—MR 1-9, dated 15 October 1942—state that 
bronchial asthma is disqualifying for military 
service. If this regulation were strictly ad- 
hered to, fewer cases of asthma would be over- 
seas.—Asthma—As Observed Overseas in a 
General Hospital in the Southwest Pacific Area 


—With Special Reference to Relationship g 
Tropical Service to Onset and Recurrence, W. |, 
Winkenwerder, Bull. Johns Hopkins Hosp, 
February, 1946, 78: 78.—(J.S. Woolley) 


Surgery for Asthma.—The realization tha 
bronchial asthma need not have an allergic 
nor a functional background has furthere; 
interest in the operative treatment of this 
condition. The author has operated on the 
sympathetic nervous system of 43 asthm 
patients over a period of eight years. His 
results are in accord with those obtained by 
Leriche and Fontaine who found that 
to 40 per cent of patients are cured per. 
manently, another 40 per cent are considerably 
improved and 20 per cent are unimproved. 
The logical basis for these operations is the 
fact that the ganglia of the sympathetic 
plexus show severe degenerative changes in 
cases of bronchial asthma. Whether thes 
changes are the cause or the result of the 
disease is as yet not known. In regard to 
the operative procedure it is stated that the 
exact point of attack on the sympathetic 
ganglia is not important. The author has 
found that his results are about the same 
whether he operates on one side, or on both, 
and whether he operates on the stellate 
ganglion or on the third cervical. In some 
cases the fibres of the vagus have been included 
in the operation, just below the origin of the 
recurrent branch. Theoretically, the best 
point of attack should be the ganglionated 
plexus at the lung roots, but this procedure 
is very difficult. It is remarkable that 
comparable results were obtained when the 
operation was confined to the ganglia o/ 
the lumbar sympathetic chain. These gan- 
glia, on histological examination, showed 
identical severe degenerative changes. There 
are no complications from the operation other 
than a mild Horner’s syndrome, whieh 
tends to disappear after some time, and 3 
vasomotor rhinits, which disappears after 
a few years. Serious complications ar 
lacking, and the operation is deserving 0 
trial in all asthmatics who cannot be beneiitel 
by medical treatment. The mode of action 
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of the excision of the sympathetic ganglia 
and plexus is not clear. It would appear 
that the entire vegetative system is intimately 
bound to humoral factors which act on the 
specific nerve tissue wherever it is located.— 
Weitere Versuche zur operativen Behandlung 
des Asthma bronchiale, K. Lange, Schweiz. 
med. Wehnschr., March 16, 1946, 76: 228.— 
(H. Marcus) 


Premenstrual Asthma.—Certain cases of 
asthma are caused by ovarian insufficiency. 
If caused by hypofolliculinemia estrogens 
may be used with success. Sometimes the 
asthmatic attacks are directly related to the 
menstruation although the menstrual period 
may be completely normal and regular. This 
type of asthma may be caused by hyper- 
folliculinemia. It has been successfully 
treated with injections of corpus luteum. 
Clinically, there is swelling and pain of the 
breasts several days prior to the menstruation 
often followed by pelvic pain. During the 
menstruation there is a crisis of asthma, 
sometimes urticaria, fever, vicarious men- 
struation, nervousness, irritability and 
migraine. The authors have treated 6 cases 
of premenstrual asthma due to hyperfollic- 
ulinemia with testosterone. The relief with 
small doses of testosterone (5 mg. to not 
more than 50 mg.) was immediate in 4 cases. 
In 2 cases the treatment failed. This failure 
is attributed to recurrent infections which 
were found to be a sinusitis in one and an 
appendicitis in the other case—Asmas pre- 
menstruales, J. M. Rodriguez Folgueras & I. P. 
Toulet, An. Cdted. de pat. y clin. tuberc., 
December, 1944, 6: 327.—(W. Swienty) 


Asthma.— Nine patients with intrinsic 
bronchial asthma were treated with penicillin. 
Penicillin was administered by intramuscular 
injections and, at a later date, intratracheally. 
Although there was slight clinical improve- 
Ment it was felt that penicillin offered no 
advantage over the usual types of treatment. 
—The Clinical Use of Penicillin in the 
Treatment of Intrinsic Bronchial Asthma, 
8. F. Hampton, M. B. Wine, W. Allen, G. S. 


107 


Thompson & M. P. Starr, J. A. M. A., 
April 28, 1945, 127: 1108.—(H. Abeles) 


Alveolar Cell Tumor.—The nature of cells 
lining the pulmonary alveoli, if any, and 
that of septal cells is still under debate and 
with this, the question whether carcinomata 
may arise from these cells. One case is 
presented of a very early tumor which pre- 
sented the characteristics of an “alveolar 
cell tumor.” But it was possible to show 
that this tumor originated in a bronchiole. 
Another case is presented of a primary 
adenocarcinoma of the gallbladder with 
metastases in the lung. The latter had all 
the gross and histological characteristics of 
“alveolar cell tumor.” <A study of 125 cases 
of pulmonary metastases showed that, if the 
primary tumor was a pure adenocarcinoma, 
the pulmonary metastases had the distribution 
of “alveolar cell tumors.” It is believed 
that all so-called alveolar cell tumors are 
either metastases of recognized or non- 
recognized primaries in some other organ or 
true bronchial carcinomata arising from the 
basal cells of bronchi or bronchioli—‘ Alveolar 
Cell Tumor” of the Lung, P. A. Herbut, 
Arch. Path., February, 1946, 41: 175.—(M. 
Pinner) 


Primary Lung Tumors.—Over a_ period 
of fifteen years a_ histologically proved 
diagnosis of primary cancer of the lung was 
made in 157 patients. The incidence was 
highest between the ages of 40 and 50 years. 
It occurred four times as often in men as in 
women. The most common symptoms were 
cough, pain, sputum, hemoptysis and 
wheezing. A roentgenographic diagnosis of 
primary cancer of the lung was made in 
152 cases, a positive diagnosis by bronchos- 
copy was obtained in 89.3 per cent of the 
cases in which the procedure was carried 
out (122 cases). Pleural effusion occurred 
in 26 patients. Carcinoma cells were demon- 
strated in 5 effusions. Biopsy of lymph 
nodes permitted the diagnosis in 26 patients. 
Pulmonary resection was carried out in 49 
patients (31.2 per cent). Eight patients 
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died in the hospital. The histological diag- 
nosis was epidermoid carcinoma in 84 patients, 
adenocarcinoma in 20 patients, oat cell 
carcinoma in 7 patients. In 18 patients the 
tumor was undifferentiated. In 28 patients 
the tumor could not be classified. Seven 
cases of nonmalignant lung tumors were 
seen during the same period. All occurred 
in women.—Primary Lung Tumors, R. 
Adams, J. A. M. A., March 2, 1946, 130: 
547.—(H. Abeles) 


Malignant Lymphoma.—The histories of 
3 patients with malignant intrathoracit 
lymphatic tumors are described. Attention 
is called to X-ray pictures resembling dis- 
seminated tuberculous infiltrations and exuda- 
tive phenomena which may cause differential 
diagnostic difficulties. X-ray therapy is 
recommended; 2000 to 4500 r. total dose, 
according to the extent of the tumor.— 
Difficulties in the Roentgenological Diagnosis 
of Lung Lymphomata, (Czech), M. Vitez, 
Casop. lék. éesk., June, 1946, 85: 857.—(O. 
Felsenfeld) 


Pulmonary Adenomatosis.—The case of 
a 59-year-old man who was admitted with a 
picture of miliary tuberculosis and pleural 
effusion is presented. In the sputum, neo- 
plastic cells were found. The patient died 
soon after admission and his condition did 
not allow a bronchoscopy or bronchography 
to be done. The autopsy showed that the 
left lung was invaded by a grayish-white 
tissue and was atelectatic. The right lung 
contained small seed-like nodules of elastic 
consistency throughout. The bronchi were 
normal. The microscopic examination 
showed that non-ciliated cylindric cells had 
invaded the alveolar wall but no mitosis 
or any atypical cells could be observed. The 
elastic tissue ‘was somewhat increased but 
otherwise normal. The diagnosis during 
life had been blastoma but it was changed 
after the autopsy findings, to pulmonary 
adenomatosis. This disease common in South 


Africa amongst sheep and called “jaagziekte”’ 
or epizoétic adenomatosis has been known 
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to be transmissible to men. It is still not 
clear if it is of neoplastic or infectious origin, 
The hyperplastic cells are non-ciliated and 
invade only the mucous membrane of the 
bronchioli and the alveoli. Differential diag. 
nosis has to consider bronchial adeno-car. 
cinoma, histiocytoma and miliary tuber. 
culosis.—-Consideraciones sobre un caso d 
adenomatosis pulmonar, R. C. Acevedo, L. §, 
Giuntini & O. C. Crozxatto, An. Céted. & 
pat. y clin. tuberc., December, 1944, 6: 345—~ 
(W. Swienty) 


Cancer of Bronchus.—The literature con- 
tains conflicting reports regarding the value 
of radiotherapy in cancer of the bronchus, 
In the past, a large number of bad results 
were due partly to indiscriminate selection 
of cases. A radical course of treatment is 
given when there is hope of completely 
eradicating the disease. The patient must 
be in at least fair condition. The ares 
involved must be limited in extent and there 
muct be no lymph node or distal metastases. 
Severe sepsis must be absent; it is sometimes 
possible to undertake irradiation after diminu- 
tion of the septic process by bronchoscopic 
aspiration and the administration of penicillin. 
The presence of pleural effusion prevents 
successful irradiation. Before a second course 
is given, it is necessary to be sure that the 
full effect of the first course has been achieved. 
Otherwise, severe post-irradiation changes 
in the lungs may ensue. Before irradiation 
of a case is undertaken, a complete investiga- 
tion is made; this includes bronchoscopy, 
bronchography, tomography and sometimes 
thoracotomy. Of particular importance is 
the result of the histological examination. 
Radium and radon are not employed. The 
radical course of therapy is personally super- 
vised daily by the radiotherapist and lasts 
six to seven weeks. Improvement in the 
patient’s condition should appear in two to 
three weeks. During the four years 194 
to 1943, 179 cases of inoperable cancer of 
the lung were seen at University College 
Hospital. Eighty-four were considered to 
ill to receive radiation therapy. Of the 
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remainder 47 were considered suitable for a 
radical course of treatment, while 46 received 
only palliative treatment. The average dura- 
tion of life in untreated cases was ten weeks. 
In those receiving palliative X-ray treatment, 
it was five months; generally there was some 
alleviation of symptoms. Of the 47 patients 
who received radical therapy, 12 were alive 
when the article was written, the average 
duration of life being 26.5 months. The 
35 patients who died survived an average 
period of 11.4 months; all but 5 were able 
to return to work after the end of treatment.— 
Radiotherapy in Inoperable Cases of Cancer 
of the Bronchus, G. Hilton, Brit. J. Tuberc., 
April-July, 1945, 39: 51.—(A. G@. Cohen) 


Biopsy in Lung Cancer.—A biopsy of the 
bronchial mucosa, even if apparently normal 
under bronchoscopic examination, may estab- 
lish sometimes a positive diagnosis of 
epithelioma. Two cases are presented in 
which, clinically, a diagnosis of pulmonary 
carcinoma had been established. Although 
the mucous membrane of the involving 
bronchus appeared completely normal, a 
biopsy was done. It was found that the 
invasion had already reached the main 
bronchus and a previously contemplated 
pneumonectomy had to be abandoned. 
Systematic biopsy of the bronchial mucosa 
before operation is advocated in similar 
cases especially in that region where division 
of the root is contemplated.— La biopsia de 
mucosa bronquial aparentemente sana en 
casos clinicamente sospechosos de cancer de 
pulmon, A. Bence, J. Peroncinit & J. C. Rey, 
An. Cdted. de pat. y clin. tuberc., December, 
1944, 6: 334.—(W. Swienty) 


Adenoma of Bronchus.—A study was made 
of 38 consecutive cases. The condition is 
more common in women. The average age 


of the patients was 37 years. The average 
duration of symptoms prior to diagnosis was 
twenty-six months. Hemoptysis was present 
in 54 per cent of cases but was the initial 
symptom in only 22 per cent; the character 
of the hemoptysis was no different from that 
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caused by any other type of bronchial lesion. 
Cough was present in 85 per cent. At first 
it was nonproductive. Later, with the 
development of infection secondary to atelec- 
tasis, the cough became productive of purulent 
sputum. Recurrent attacks of pneumonia 
in the same lobe were noted. Wheezing 
was noted in 23 per cent of cases. There was 
evidence of pulmonary suppuration in 23 
per cent. Physical signs varied greatly. 
The tumor mass can at times be outlined by 
tomographic or by bronchographic studies. 
Atelectasis of the lung is indirect evidence of 
the presence of a tumor. The gross appear- 
ance of the neoplasm is so typical that the 
bronchoscopist can often make a correct 
diagnosis. The lesion appears as a pedun- 
culated mass, the end of which is freely 
movable. It appears pink, red or purple 
and has a smooth surface which bleeds easily 
on contact. The diagnosis must, however, 
be confirmed by microscopic examination. 
There is a tendency for the adenoma to 
infiltrate the bronchial wall. It generally 
arises in a large bronchus, more frequently 
on the right. Various degrees of bronchiec- 
tasis with accompanying pneumonitis are 
found. Histologically, differentiation from 
carcinoma is not always easy. Mitotic 
figures are generally absent, as are evidences 
of degeneration of the tumor cells. The 
characteristic cell is small, round and regular; 
the nucleus is not markedly hyperchromatic. 
The cells do not vary in size. There are no 
metastases. The tumors are very vascular. 
If left untreated, the disease eventually kills 
the patient. In 14 cases where treatment 
was surgical, there was one death. In 22 
cases treated by other means, there were 2 
deaths. There is division of opinion as to 
whether endoscopic removal or extirpation 
by lobectomy or pneumonectomy is the 
preferable treatment. It is the authors’ 
practice to employ the conservative form 
of therapy in those cases in which the adenoma 
is attached to the bronchial wall by a com- 
paratively narrow pedicle, is easily movable 
and is situated in a readily accessible bronchus. 
It is also indicated when the tumor is close 
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to the carina, or when the general condition 
of the patient precludes radical surgical 
treatment. Extirpation by lobectomy or 
pneumonectomy is indicated when the 
adenoma is located in a poorly accessible 
bronchus or where there is a marked tendency 
to recurrence. Roentgen therapy usually 
does not influence the size of the adenoma 
but at times seems to inhibit its development. 
—Adenoma of the Bronchus, H. J. Moersch, 
W. S. Tinney & J. R. McDonald, Surg., 
Gynec. & Obst., November, 1945, 81: 551.— 
(A. G. Cohen) 


Pulmonary Hodgkin’s Disease.—The lung 
and pleura are not infrequently involved 
in the specific process of Hodgkin’s disease. 
In a recent series of 273 successive cases 
treated at the University Clinic in Ziirich, 
Switzerland, 25.6 per cent had pleural 
and pulmonary involvement. The pulmonary 
lesions are of three main types: perihilar 
infiltrations, representing direct extensions 
of the disease process from the mediastinal 
lymph nodes; massive parenchymatous lesions, 
probably originating by a lymphogenous 
route; and generalized hematogenous dis- 
seminated lesions. Pleural effusions are 
extremely common, but they are often due 
to the obstruction of the lymph flow or 
terminal cardiac failure. Primary Hodgkin’s 
disease of the pleura is occasionally seen. 
The radiological picture in itself is often 
not sufficiently diagnostic in these cases to 
permit a definite diagnosis, although the 
enlargement of the mediastinal nodes is 
suggestive. The picture can be confusing 
when cavitation occurs. This may be due 
to secondary infection or it may be the result 
of radiation therapy. The treatment of 
pulmonary lymphogranulomatosis of the 
Hodgkin’s type is the same as of the disease 
elsewhere, namely radiation therapy. The 
results are comparable and the disease is 
fatal after a period varying from a few months 
to several years.—Les manifestations pleuro- 
pulmonaires de le lymphgranulomatose maligne, 
H. Perrier, Schweiz. med. Wchnschr., December 
8, 1945, 75: 1082.—( H. Marcus) 


Miliary Carcinosis.—Four cases of cancer 
of the gastrointestinal tract (two of the 
gallbladder and one each of the stomach and 
pancreas) with miliary carcinosis of the 
lungs are reported. The tumor cells may 
reach the right heart via the hepatic veins 
or through the thoracic duct and the left 
subclavian vein. In all 4 cases the X-ray 
films presented evenly and diffusely dis. 
tributed lesions, indicating hematogenous 
spread. The lesions appeared as soft, 
mottled, poorly defined areas of varying 
size. Hilar node involvement indicates 
secondary lymphatic spread. In the differ- 
ential diagnosis, miliary tuberculosis and 
silicosis have to be ruled out. In the first, 
the lesions are more discrete and homogeneous 
and more nearly equal in size; the clinical 
picture, too, aids in the differentiation. In 
silicosis, the greatest involvement is in the 
midlung fields, the nodules are dense, discrete, 
uniform in size and there are usually dense 
hilar shadows and evidence of peribronchial 
fibrosis. Physical signs are absent in miliary 
carcinosis.—Miliary Carcinosis of the Lungs 
Secondary to Primary Cancer of the Gastro- 
intestinal Tract, G. J. Culver, Am. J. Roent- 
genol., November, 1945, 54: 474.—(P. Lowy) 


Nondisabling Bronchiectasis.—Among 156,- 
000 candidates for flying training, all of whom 
had at least one previous examination, 41 
cases of bronchiectasis were discovered. Since 
there are few reports in the literature con- 
cerning mildly symptomatic or “dry” 
bronchiectasis, the authors are reporting this 
group. All the patients were ambulatory and 
were discovered on routine examination and 
had been in active service from two months to 
as long as two years. None had been inca- 
pacitated to any degree, though several had 
had pneumonia since entering the service. 
None had been to sick call an excessive number 
of times. No attempt was made to link the 
bronchiectasis with previous childhood dis- 
eases. All of the men tended to minimize 
their symptoms and considered their cough 
and expectoration as of no_ significance. 
While most denied all symptoms, even when 


fe 
h 
ls 
ai 
re 
lo 
ir 
a 
tl 
pl 
ec 
at 
I 
tu 
tr 
re 
in 
r0 
ti 
of 
G: 
qu 
sh 
wl 
dis 
wl 
an 
gr 
to 
be 
ay, 
no 
be 
cas 
cle 


ABSTRACTS 111 


awaiting medical discharge, they now have 
some cough and expectoration of sputum. 
Information received from 36 men revealed 8 
with no symptoms (one was reinducted by his 
draft board and, according to his medical 
officer, is asymptomatic), 2 have had unilateral 
lobectomies, 12 have symptoms so slight they 
are hardly noticeable, 8 feel well enough to per- 
form their regular tasks in a satisfactory man- 
ner, 5 have moderately severe symptoms and 
have lost weight and are unable to work regu- 
larly and only 3 are under a physician’s care. 
None of the group with symptoms have con- 
sulted a thoracic surgeon. Most of the men 
agreed that outside work in a dry climate 
seemed to relieve them. Typical cases are 
reported in detail. Among the 156,000 men 
X-rayed, 638 were found to have nontubercu- 
lous infiltrations, and most had these findings 
in one or both lower lobes. These men were 
admitted to the hospital where it was found 
that the majority had no or few symptoms. 
Many of them were believed to have atypical 
pneumonia. Only about 8 patients had lobar 
consolidation and in these the findings cleared 
at the end of two to three weeks. In about 
100 cases, infiltrations persisted and accen- 
tuated peribronchial markings, ring-like 
transparent shadows or some recent pleuritic 
reaction were noted. Later, when these find- 
ings were encountered it became almost a 
routine to obtain a bronchogram. In addi- 
tion to the 41, 4 men showed some dilatation 
of one or two bronchial radicles. Evans and 
Galinsky describe similar cases and raise the 
question whether these persons will go on and 
show progressive bronchial dilatation or 
whether the process is arrested and will finally 
disappear. It was decided to allow the men 
who, on close questioning, were asymptomatic 
and well to continue an army career. Of this 
group, 8 men continued to deny any symp- 
toms, while 12 have symptoms so slight as to 
be almost unnoticeable. Only 3 were later 
available for reéxamination and these showed 
no change. It has been suggested by Camp- 
bell e¢ al. that bronchiectasis may develop in 
cases of atypical pneumonia that are slow to 
clear and have some associated atelectasis. 


With this in mind, it would be desirable to 
obtain previous X-ray films, but in only 4 cases 
could this be done. One man was shown to 
have a previous bronchiectasis and one de- 
veloped bronchiectasis subsequent to his pneu- 
monia. However, among over 1,000 cases of 
pneumonia diagnosed by X-ray, 18 cases had 
persistant findings from four to six weeks. 
Of those who were bronchogramed, none were 
found to have any bronchial dilatation. A 
recent Army Medical Bulletin suggests that 
discovery of minimal bronchial dilatation 
without symptoms should not be cause for 
dismissal from military service. This ex- 
perience recorded by the authors seems to con- 
firm the soundness of this policy.— Non-Dis- 
abling Bronchiectasis, A. Fine & T. B. Stein- 
hausen, Radiology, March, 1946, 46: 237.— 
(G. F. Mitchell) 


Treatment of Bronchiectasis.—Forty-one 
per cent of all patients with bronchiectasis die 
within five years after the beginning of the 
disease from complications, such as right-sided 
heart failure, pneumonia, brain abscess, etc. 
Eighty-five per cent die within twenty years. 
The weakness of the bronchial wall increases 
the disproportions between the negative intra- 
thoracic pressure and the positive atmospheric 
pressure in the bronchus. This purely 
mechanical factor causes distention of the 
bronchial wall and atelectasis of the surround- 
ing tissue. This may lead to obstruction of 
the bronchus with dilatation of its distal por- 
tion. Medical treatment cannot cure the dis- 
ease definitely as it is impossible to reéstablish 
the normal anatomical structure of the affected 
bronchi. But the treatment can delay the 
progress of the disease. It is directed towards 
the suppression of local infections. An in- 
fectious focus in the sinuses or tonsils has to 
be removed. The respiratory tract should be 
inspected and obstructions caused by polyps, 
adenoids or a deviated septum should be re- 
moved. Adequate postural drainage is essen- 
tial. In bilateral bronchiectasis, it should 
be done twice daily for a half hour on each 
side. Acute infections of the lungs and bron- 


chi are treated with bed-rest, continuous oxy- 
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gen therapy, penicillin and sulfa drugs. A 
correct analysis of the germs in the sputum as 
to their resistance to penicillin and the sulfona- 
mides should be made before treatment is 
started. The results with penicillin are not 
as good as in other types of infection but are 
still very satisfactory. Nebulization of peni- 
cillin does not seem to give better results, so 
the author uses only the parenteral way; 
15,000 to 20,000 units are given intramuscu- 
larly every three hours until 500,000 to 1,200,- 
000 units are given. In penicillin-resistant 
cases sulfapyridine, sulfathiazole or sulfadia- 
zine are given with equally good success. Po- 
tassium iodide and vaporization of pure or 
mentholated water help to ease expectoration. 
It is very difficult to evaluate the results 
of purely medical treatment. The surgical 
cases are always selected unilateral cases 
with a good prognosis. All other cases are 
treated medically. There is no difference 
in the medical treatment for congenital or 
acquired bronchiectasis.—Tratamiento med- 
ico de la bronquiectasia, R. Valdivieso D., 
Rev. méd. de Chile, September, 1945, 73: 781.— 
(W. Swienty) 


Penicillin in Bronchiectasis.—Twelve pa- 
tients with severe bronchiectasis were treated 
with penicillin by intramuscular injection, 
intratracheal injection, inhalation or a com- 
bination of these methods. It was found that 
the intramuscular injection is not of help in 
the treatment of chronic bronchiectasis. In- 
tratracheal injection of penicillin appeared 
most helpful, with reduction in the amount 
and odor of sputum and disappearance of the 
penicillin sensitive organisms in a period of 
time varying from a few days to several weeks. 
Excellent blood and urine concentrations -of 
penicillin are also obtained by this method. 
The most useful plan has been to treat patients 
with intratracheal injection of penicillin, 100,- 
000 units, for ten to twenty days, and then 
follow by injection or inhalation two or three 
times a week. The results are, of course, not 
permanent, and treatment has to be continued 
for an indefinite period of time. In spite of 


this, the treatment might be considered for 
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patients who are not fit subjects for surgery, 
or the treatment is suggested as a preoperative 
measure in surgical cases to lessen the danger 
of postoperative spread and empyema— 
Penicillin in the Treatment of Bronchiectasis, 
I. D. Bobrowitz, J. S. Edlin, S. Bassin & J/. §. 
Woolley, New England J. Med., January 31, 
1946, 234: 141.—( H. Marcus) 


Penicillin in Bronchial Disease.—Cases of 
chronic bronchial disease were treated by in. 
halations of nebulized penicillin. A solution 
of 25,000 units of calcium penicillin per cc. was 
used. Patients received 2 to 3 treatments a 
day. Each treatment consumed 100,00 
units, which required about thirty minutes 
with the oxygen running at 8 liters per minute, 
A course consisted of a total of 1,000,000 units. 
The treatment resulted in clearance of the 
sputum of streptococci and pneumococci, but 
there was an increase in coliform bacilli 
Cases of bronchiectasis showed no real 
improvement as indicated by the sputum out- 
put. Bronchitis of short duration was bene- 
fited greatly. Chronic bronchitis of the sup- 
purative type showed no improvement; the 
dry type showed great improvement, but not 
permanently. Cases of asthma of the allergic 
type were not helped, but those of the infec- 
tious type showed real, though temporary, 
improvement.—Inhaled Penicillin in Bron- 
chial Infections, N. Southwell, Lancet, Augusl 
17, 1946, 2: 225.—(A. G. Cohen) 


Peniciliin in Bronchiectasis.—Since in most 
cases of bronchiectasis there is a secondary in- 
fection of the dilated bronchi and bronchioles 
with a mixed flora in the sputum, often in- 
cluding bacteria susceptible to penicillin, it 
was thought that this antibacterial agent 
might have a beneficial effect in the treatment 
of the disease. It was clear that cure could 
not be obtained, but that symptomatic relie! 
and preparation for a lobectomy when feasible 
would obtain. A high concentration of peni- 
cillin in the cavities could not be obtained by 
systemic treatment. Also, because of the 
nature of the disease, proper concentration 
could not be obtained by means of atomizer 
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containing penicillin. It was therefore de- 
cided to inject a solution into the trachea, 
using a technique similar to that employed in 
carrying out  bronchography. Following 
twenty to forty minutes of postural drainage 
a 14-gauge needle is inserted into the trachea 
between the cricoid cartilage and the first ring 
of the trachea. The needle is left in situ, the 
patient placed in such a position that fluid in- 
troduced would run into the diseased area, 
and then 5 to 8 ce. rapidly injected and the 
needle immediately withdrawn. The patient 
is kept in position for fifteen minutes after the 
injection. It was found that with an injec- 
tion of 50,000 units the sputum coughed up 
twelve hours after the injection contained be- 
tween 10 to 100 units of penicillin per cc. and 
with larger doses, that is, 80,000 units, the 
sputum after twenty-four hours still contained 
10 units per cc. Daily treatment was carried 
out eight to ten days. Three cases were thus 
treated. An early case of bronchiectasis was 
so improved that the patient declined lobec- 
tomy. In the second case the patient was 
enabled to get over the later months of preg- 
nancy and delivery without any extra diffi- 
culty arising from the chest condition. In 
the third case a patient who was clearly going 
downhill was rendered fit enough for lobec- 
tomy to be considered. The authors conclude 
that there would appear to be two uses for this 
form of therapy: (1) to improve the general 
condition of the patient before lobectomy; (2) 
to sterilize the bronchial cavities at regular 
intervals, especially during the winter.—Jn- 
fected Bronchiectasis Treated with Intratracheal 
Penicillin, H. B. May & M. A. Floyer, Brit. 
M. J., June 30, 1945, 1: 907.—(D. H. Cohen) 


X-ray Diagnosis of Bronchiectasis.— 
Bronchiectasis may be congenital or acquired. 
The congenital form is due to an abnormal 
embryological development of a bronchus and 
is often accompanied by other malformations, 
such as cystic lung, emphysema or broncho- 
alveolar agenesis. Those individuals may 
not have any symptoms of their bronchiecta- 
sis. Acquired bronchiectases develop after 
chronic inflammations of the respiratory tract. 


113 


Two forms may be distinguished, the cylindric 
and the saccular. The X-ray findings depend 
upon the contents of the bronchiectasis. If 
there is air in a saccular bronchiectasis, fine 
linear markings, which surround a clear space, 
can be seen. But air in a cylindric bronchiec- 
tasis may not give any X-ray evidence. If 
the contents are mucopurulent, diffuse 
shadows are seen in saccular, and thick linear 
markings in cylindric bronchiectasis. The 
bronchogram is the procedure of choice to 
demonstrate the presence of bronchiectasis. 
The cylindric form shows after filling with 
iodized oil a segmented column sometimes 
rosary-like. No peristaltic contractions are 
seen as the bronchial wall has lost its contrac- 
tability. The saccular form shows the typical 
widening of the bronchi in which often a fluid 
level is present. Tomograms are necessary for 
exact localization.—Diagnostico radiologico de 
las bronquiectasias, F. Daza, Rev. méd. de 
Chile, September, 1945, 73: 774.—(W. Swienty) 


Bronchiectasis and Dextrocardia.—Includ- 
ing the 2 cases reported by the authors, the 
literature contains reports of 50 cases of 
bronchiectasis and dextrocardia in the same 
patient. Studies of several series of cases of 
dextrocardia have shown an incidence of 
bronchiectasis of 16 to 23 per cent. This has 
indicated to a number of authors that the 
relationship is not purely coincidental but 
rather that the bronchiectasis is the result of a 
congenital defect.—Deztrocardia and Bron- 
chiectasis, A. H. Russakoff & H.W. Katz, New 
England J. Med., August 28, 1946, 235: 253.— 
(A. G. Cohen) 


Lipiodol Reaction.—The chest roentgeno- 
gram of a 41-year-old man was suggestive of 
right basal bronchiectasis. There was no 
history of any allergic manifestations. The 
patient was prepared for a bronchogram with 
seconal and 3.5 to 4 ce. of a 10 per cent solution 
of cocaine. Ten ce. of lipiodol were injected 
into the base of each lung. Shortly afterwards 
he had a severe generalized convulsion. An 
intravenous injection of 0.5 g. of sodium 
amytal was given immediately but the patient 
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became cyanotic and died a few minutes later. 
The pathological diagnosis was (1) obstruc- 
tion, tracheobronchial, bilateral complete, due 
to inspissated mucus, causing massive pul- 
monary collapse and death from asphyxia; (2) 
brochiectasis and bronchiolitis, mild to mod- 
erately severe, involving both lower lobes; (3) 
fibrosis, pulmonary, bilateral patchy dis- 
seminated, moderately severe. The possi- 
bility of cocaine poisoning was ruled out by 
the time interval and the pathological findings. 
It is felt that the patient was allergic to some 
constituent of lipiodol, probably the iodine. 
The immediate contact between allergen and 
shock organ produced a rapid and severe 
asthma-like reaction causing bronchial ob- 
struction.— Reaction following Bronchography 
with lodized Oil, G. S. Mahon, J. A. M. A., 
January 26, 1946, 130: 194.—( H. Abeles) 


Bronchoscopy in Bronchiectasis. —Bron- 
chiectases are found generally in the tertiary 
and minor bronchi and so are inaccessible to 
direct bronchoscopic examination. But bron- 
choscopy is the only way to differentiate bron- 
chiectasis from pseudo-bronchiectasis. Some- 
times several bronchoscopies are necessary. 
Pseudo-bronchiectasis develops subsequently 
to pneumonia or other respiratory infections. 
The bronchial dilatation is transitory but 
visible in the bronchoscope. No patient 
should be submitted to lobectomy without 
previous bronchoscopy. In_ bronchiectasis, 
thick, greenish, malodorous pus is found in the 
bronchus. The mucous membrane appears 
congested, edematous and bleeds easily. 
There may be considerable obstruction of the 
lumen by edema. Sometimes pus is adherent 
to the bronchial wall and forms a real tampon- 
ade with stenosis. Treatment consists of as- 
piration of the pus and reduction of the edema 
by instillations of ephedrine or adrenalin. 
The goal is to reéstablish, as far as possible, 
the bronchial drainage. Installations of sul- 


fathiazole, thioseptil and penicillin solutions 
directly into the affected area or by nebulizer 
give excellent results in the majority of the 
cases. If lobectomy becomes necessary the 
bronchoscope should be left in the affected 
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bronchus during the operation. Continuous 
aspiration prevents a spilling of the purulent 
secretion into the trachea and bronchial tree.— 
La broncoscopia en la bronquiectasia, A. Grez, 
Rev. méd. de Chile, September, 1945, 73: 778.— 
(W. Swienty) 


Bronchiectasis.—Originally, in selecting 
eases of bronchiectasis in children for resec- 
tion, the lobe was regarded as the smallest 
suitable unit. It was discovered that con- 
siderable amounts of healthy lung tissue were 
thus being sacrificed. This was an important 
consideration when several lobes were in- 
volved. In the past two years, cases have 
been selected on the bases of segmental in- 
voivement. The results of this policy as ap- 
plied to 10 cases are reviewed. Cases of 
lingula resection are not included. One of the 
children underwent 3 segmental resections. 
There were no deaths and the morbidity was 
no greater than after lobectomy. The pa- 
tients’ ages ranged from 7 to 12 years and all 
had bilateral bronchiectasis. Meticulous pre- 
and postoperative care was carried out. A 
free pleura was found to be an advantage in 
permitting thorough palpation of the lung. 
Thus, involved segments were located which 
bronchography had failed to disclose. Before 
operation the bronchi were cleared by suction 
through the bronchoscope. The procedure 
was repeated at the end of the operation and 
sometimes during the course of it. Other 
technical features of the operation are 
described.—Segmental Resection of Lung for 
Bronchiectasis, R. Pilcher, Lancet, June 38, 
1946, 1: 848—(A. G. Cohen) 


Surgery for Bronchiectasis.—Surgical treat- 
ment was carried out in 104 patients with 
bronchiectasis during the past two years. In 
34 cases the disease was bilateral and in 6 of 
these cases bilateral surgical procedure was 
employed. In 8 cases pneumonectomy was 
done. A total of 110 operations were per- 
formed without any death. The poor long- 
range results of medical treatment justify 
surgical treatment on a large scale. There 
were 47 male patients and 57 female patients. 
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The youngest patient was 2 years old, the 
oldest patient was 59. Unilateral disease was 
present in 70 cases, 40 of which were in the left 
lung and 30 in the right lung. In 62 per cent 
of the cases left lower lobe disease was asso- 
ciated with disease in the lingula. The asso- 
ciation of bronchiectasis in the basal segment 
of the right lower lobe with localization in the 
middle lobe was observed in 42 per cent of the 
cases. Segmental resection was performed in 
18 cases, in 10 of which double segmental resec- 
tion, such as basal segment of the lower lobe 
and lingula, basal segment of the right lower 
lobe and middle lobe, or middle lobe and the 
anterior segment of the upper lobe. Seg- 
mental resection is particularly indicated in 
bilateral involvement. Postural drainage, 
penicillin both by injection and inhalation and 
sometimes bronchoscopic aspiration are useful 
measures to prepare the patient for the opera- 
tion. The face down position of the patient 
seemed to be the most suitable during the 
operation. In the postoperative care the most 
important indication is to counteract surgical 
shock. The next important indication is re- 
expansion of the remaining lobes to fill the 
pleural cavity. Negative pressure drainage 
of the pleural cavity, expectorants, frequent 
changes in the position, the administration of 
analgesics are the measures that serve this pur- 
pose. In presence of atelectasis, broncho- 
scopic aspiration is indicated. Atelectasis was 
observed in 9 cases; it appeared on the second 
and third postoperative day. Empyema and 
bronchial fistula occurred in 4 cases, twelve 
days after surgery, empyema in 5 cases, twenty 
to thirty days after the operation and 
bronchial fistula two to fourteen days from 
the date of the operation. These complica- 
tions occurred more often after segmental re- 
section: empyema was three times more fre- 
quent after segmental resection than after 
lobectomy.—T'ratamiento quirurgico de las 
bronchiectasis, L. Langer & H. Salvestrini, 
Rev. méd. de Chile, May, 1946, 74: 328.—(L. 
Molnar) 


Bronchospirochetosis.—To the author it 
seems extremely doubtful that this condition 
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exists, nor has the existence of Castellani’s 
spirochete been proved. Such a condition can 
only be diagnosed if chronic hemorrhagic 
bronchitis were present and spirochetes could 
be demonstrated in specimens from the trachea 
or bronchi. Another condition should be that 
that the lungs are absolutely free of disease, 
since spirochetes can often be demonstrated 
in bronchiectasis and in broncholithiasis. No 
convincing case has ever been published and 
autopsy findings are not available. The dis- 
ease has never convincingly been transferred 
to animals and it is significant that modern 
books on tropical medicine make no mention 
of this disease.—I st die Castellanische Bronch- 
talspirochiitose ein wirkliches Krankheitsbild?, 
E. Zimmerli, Schweiz. med. Wehnschr., March 
30, 1946, 76: 271.—( H. Marcus) 


Foreign Bodies.— X-ray, laryngoscopy and 
bronchoscopy must be used for the diagnosis 
of such foreign bodies. Physical examination 
does not yield reliable results. The following 
foreign bodies were extracted: pin and bone 
from the larynx; dime, bean, nail, bone and 
the aluminum top of an aspirin bottle from 
the bronchi. A child is described in detail, 
who suddenly began to suffocate during a 
meal. X-ray examination and laryngoscopy 
were negative. Tracheotomy was performed. 
Bacteriological examination showed diphtheria 
bacilli. Early attempts at extraction of for- 
eign bodies are recommended, before reactive 
processes set in.—Foreign Bodies in the Respir- 
atory Organs, (Czech), E. Soukup, Casop. lék. 
cesk., July, 1946, 85: 970.—(O. Felsenfeld) 


Foreign Bodies.—Five interesting cases of 
foreign bodies in the bron¢hus or esophagus of 
children are reported. Foreign bodies are less 
common in the bronchi than in the esophagus. 
On account of the more rigid structure and 
small diameter of the bronchus in children 
removal is always more difficult in these cases. 
Removal is also complicated by the fact that, 
unless the foreign body is impacted, it tends to 
move up and down the lumen of the bronchus 
with respiration and cough, thus causing irrita- 
tion of the mucous membrane and producing a 
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varying amount of edema, which may ulti- 
mately occlude any view of the offending ar- 
ticle. In the first case X-ray examination 
revealed an inhaled bead to be situated in the 
left main bronchus. Due to the smoothness 
of the bead it was impossible to grasp. A 
swab soaked in adrenaline was held against the 
mucous membrane around the bead for a few 
seconds; this resulted in shrinkage of tissues 
and after a few more attempts a firm grasp of 
the bead was obtained and removal ensued. 
The second case was one in which an open 
safety-pin was found, open end downwards, 
lodged in the esophagus below the post-cricoid 
region. This was removed very easily—there 
being no need to close the pin before removal. 
The third case was that of a girl of 14 com- 
plaining of cough and pyrexia for two weeks 
prior to admission. There was clinical evi- 
dence of collapse of the right lung. Skiagrams 
of the chest revealed a very large paper-clip, 
with a round head and two prongs, lodged 
head downwards at the bifurcation of the right 
main bronchus. This was removed with 
extreme difficulty and with some damage to 
the tissues. The patient subsequently de- 
veloped a complete collapse of the right lower 
lobe and a swinging temperature for a while, 
but with the help of sulphapyridine and 
breathing exercises she made a satisfactory 
recovery. In the fourth case a bent pin was 
removed from the region of the right main 
bronchus, with some difficulty in manipulation 
past the vocal cords. Other than a mod- 
erately severe laryngitis for a few days there 
were no ill effects. The last case was that of 
an 18 months old baby in whom an irregular 
piece of button was removed from the left 
main bronchus.—Foreign Bodies in the 


Bronchi and Oesophagus in Children, B. M. L. ° 


Abercromby, Brit. M. J., November 10, 1945, 
2: 647.—(D. H. Cohen) 


Pneumothorax following Bronchoscopy.— 
The common hazards of bronchoscopy are well 
known: direct injury to bronchus or nearby 
vessels, dangers attendant to anesthesia, both 
local and general, subglottic edema and spon- 
taneous pneumothorax. Author reports 6 


cases of the latter, none of whom had foreign 
bodies, as he believes that insufficient at- 
tention has been paid to this complication. 
Indeed it should be kept in mind in all patients 
undergoing bronchoscopy, and especially in 
patients with diseased lungs in whom the stage 
is set for the occurrence of spontaneous pneu- 
mothorax. By far the commonest etiology is 
tuberculosis, usually the rupture of a sub- 
pleural tuberculous focus, or of an emphysema- 
tous bleb. One case was proved to have spon- 
taneous mediastinal emphysema. A  con- 
sciousness of this complication in association 
with diagnostic bronchoscopy should prove 
life saving in some instances. More frequent 
use of the fluoroscope in suspected cases im- 
mediately after bronchoscopy is recommended. 
—Spontaneous Pneumothoraces Occurring in 
Patients Undergoing Peroral Endoscopy, O. A. 
Abbott & H. R. de Oliveria, J. Thoracic Surg., 
December, 1945, 14: 458.—(W. M. G. Jones) 


Surgical Emphysema.—Two cases of mas- 
sive surgical emphysema developing suddenly 
during or after intubation of the tracheo- 
bronchial tract are presented. The first case 
was one in which a diagnostic brochoscopy was 
performed, uneventfully. A few moments 
after the bronchoscope had been removed the 
right eyelid became swollen. Very quickly 
the swelling spread to the face and neck. 
Deep cyanosis developed and respirations 
ceased. Laryngoscopy revealed the pharynx 
to be occluded by swollen spongy mucous 
membrane. Bronchoscope - was introduced 
with difficulty and revealed the trachea to 
be occluded by grossly swollen mucous 
membrane. Further manipulation revealed 
occlusion of right main bronchus, but there 
was a very small passage in the much swollen 
left bronchus. Oxygen was directed into it 
through the bronchoscope and artificial 
respiration started. At this stage the abdo- 
men was noted to be grossly distended and 
tympanitic. Two needles were introduced 
into the flanks and air at once hissed out. 
Spontaneous respiration soon came about, 
with improvement of the color. The bron- 
chial swelling was seen to disappear within ten 


=o 


ABSTRACTS 117 


minutes. Patient regained consciousness in 
four hours. An X-ray film of the chest and 
abdomen four days later revealed a right-sided 
pneumothorax and a considerable pneumo- 
peritoneum. Another X-ray film ten days 
later showed neither pneumothorax nor pneu- 
moperitoneum. Patient was discharged six- 
teen days after the incident symptomless, 
apyrexial and free of physical signs, and has 
remained well since. Damage by the bron- 
choscope was the direct cause in this case, since 
no oxygen had been introduced. No real 
morphological explanation of this emphysema 
was possible. The second case was that of a 
boy 5 years of age admitted for bronchography 
under general anesthesia. Acute mediastinal 
emphysema and a bilateral shallow pneumo- 
thorax occurred as a result of a sudden delivery 
of oxygen into an intratracheal catheter, the 
accident being due to a faulty check-valve. 
Acute emphysema quickly developed, be- 
ginning with the eyelids and rapidly involving 
the face, neck and upper chest. Oxygen was 
given by mask and the child made an unevent- 
ful recovery. He was discharged five days 
after the incident, the radiograph taken on 
discharge showing that both lungs had com- 
pletely reéxpanded.—Massive Surgical Em- 
physema, Pneumothoraz, and Pneumoperito- 
neum, B. Jones, Brit. M. J., October 20, 1945, 
2: 580.—(D. H. Cohen) 


Blood Coagulation in Pleural Cavity.—This 
relatively simple matter has caused much con- 
troversy for over 100 years! Le Blanc and 
Trousseau in 1829 performed experiments on 
horses and concluded that (1) blood in the 
pleural cavity coagulates; (2) it does not cause 
irritation; and (8) it is readily absorbed. 
These conclusions are good to-day despite 
many statements tothe contrary. Denny and 
Minot in 1915 repeated experiments of others 
and reached the conclusion that blood in the 
pleural cavity remains to a large extent fluid, 
not because of the presence of any “anti” sub- 
stances, as some claimed, but because coagula- 
tion and defibrination produces a liquid that 
has all the gross appearances of whole blood, 
but in reality is only serum and cells. Elliot 


and Henry, 1916, stated: ‘As blood flows from 
a wound into the pleural cavity, it clots rapidly. 
The clotting is not a massive coagulation such 
as one finds in a test tube of blood removed 
from blood vessels. The cardiac and respira- 
tory movements agitate and whip the blood 
during coagulation, so that fibrin is thrown out 
and becomes deposited in layers of varying 
thickness on the parietal pleura and that part 
of the lung dipped into the effused blood... . . 
This is a fluid which has at this stage no power 
to clot because it contains no fibrinogen... 
later an inflammatory pleural exudate is 
thrown out and added to the pool of liquid 
blood. If much fibrin ferment is still present 
... the fibrinogen of this exudate will also be 
coagulated. More frequently it escapes this 
change and then a sample of fluid taken from 
the pleural cavity exhibits a coagulation on 
standing which we term a secondary clot. 
This secondary clot has led...to the false 
conclusion that this is the primary clot. Ab- 
sorption from the pleural cavity probably 
takes place as follows: substances in solution 
will be taken up by the blood stream, and par- 
ticulate matter will be removed by the 
lymphatics either by way of phagocytosis or 
by direct ingress of the particulate matter to 
the lymphatic channel. Moreover if the as- 
pirated fluid blood is studied on successive 
daysafterinjury it is found that the percentage 
of hemoglobin rapidly falls while the percent- 
age of fibrinogen rapidly rises. This suggests 
dilution by a reactive pleural exudate, which 
is most undesirable.”’ The clinical application 
of all this is that “recovery from a hemothorax 
requires that the lung should reach the chest 
wall and obliterate any pleural cavity at the 
earliest moment. If fibrin develops before the 
pleural layers become apposed, the closure is 
mechanically delayed. Once fibrin has or- 
ganized, it acts as a constricting barrier and 
encourages persistence of dead space and in- 
creases the risk of fibrothorax. This means 
full respiratory function is not recovered. 
This is the inevitable state of affairs in hemo- 
thoraces of appreciable size which are treated 
conservatively. The treatment of hemo- 
thorax should not therefore be conservative, 
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aimed only at preventing infection. It should 
be early evacuation of pleural blood and vigor- 
ous attempts to restore full lung expansion by 
breathing exercises. Even slight delay in 
evacuating the pleural cavity may incapacitate 
the patient for months instead of just a few 
weeks.”” Authors’ experiments substantiate 
all these points. There is an excellent and 
complete bibliography on the subject.— Fz- 
perimental Hemothorax, D. W. Melick & Mary- 
loo Spooner, J. Thoracic Surg., December, 1945, 
14: 461.—(W. M. G. Jones) 


Dry Pleurisy.—During 1943 and 1944, 20 
cases were seen in the officers’ ward of a gen- 
eral hospital in the Suez Canal area. Prodro- 
mal symptoms were rare. The onset usually 
was sudden. Pain was the first symptom in 
most cases and the chief symptom in all. It 
was pleuritic in character and was located in 
the lower chest, shoulders or upper abdomen. 
The severity varied greatly. The pain lasted 
three to twenty days, with an average of 10.7. 
The average duration of fever was four to five 
days; the highest recorded temperature in 
each case varied from 99.2° to 104° F. Catar- 
rhal symptoms were rare. A pleural friction 
rub was found in all cases. Cutaneous hyper- 
esthesia was noted in 8 cases and abdominal 
tenderness in 6. Roentgenograms of the chest 
made in 18 cases were normal. Of 16 fluoro- 
scopic examinations, 2 showed very slightly 
restricted motion of the diaphragm on the 
affected side. Leukocyte counts were essen- 
tially normal. There was complete recovery 
without complications in all cases. The 
literature was reviewed and comment made 
upon the great resemblance of cases in this 
series to previous reports of cases under the 
names ‘Bornholm disease,”’ “‘ 
dynia” and “epidemic pleurisy.”—Acute Be- 
nign Dry Pleurisy, J. G. Scadding, Lancet, 
May 25, 1940, 1: 7638.—(A. G. Cohen) 


Epidemic Pleurodynia.—Seventy-five cases 
of epidemic pleurodynia were seen on a small 
island in the Mobile River between June and 
November, 1944. The degree of infectivity 
Overcrowding seemed 


was rather variable. 


epidemic pleuro-- 


to be a factor in the spread of the disease by 
contact. The outbreak of the disease was 
most prevalent among persons under 30 years 
of age. In 65 cases there was a history of an 
abrupt onset of the disease. More than half 
of the patients were practically afebrile. Pain 
and tenderness were present in the following 
regions in order of frequency: epigastric, sub- 
costal, trapezius, costovertebral region, lower 
abdomen, right lower abdominal quadrant. 
Acute intraibdominal conditions have to be 
differentiated from  pleurodynia. Frontal 
headache, dizziness and nausea were com- 
plained of by about half of the patients. The 
average duration of the disease was one to two 
weeks. All patients recovered completely.— 
Clinical and Epidemiologic Aspects of Epi- 
demic Pleurodynia, S.J. Nichamin, J. A. M. 
A., October 27, 1945, 129: 600.—( H. Abeles) 


Nontuberculous Empyema.—Five patients 
with empyema were treated by intrapleural 
instillations of penicillin without surgical 
drainage. The etiological agents were non- 
hemolytic staphylococcus aureus in 2 patients, 
pneumococcus type III, nonhemolytic strepto- 
coccus and a mixed infection of nonhemolytic 
streptococcus and hemolytic staphylococcus 
aureus in the other patients. Fifty thousand 
units of penicillin dissolved in 100 ce. of saline 
solution were administered at daily or two- 
day intervals following complete aspiration of 
the exudate. Underlying pulmonary disease 
or other complicating infections were treated 
by intramuscular injections of penicillin. 
Four patients with acute empyema recovered 
with little or no pleural thickening. One 
patient with chronic empyema with an acute 
exacerbation responded in the acute phase but 
eventually required further surgery —The 
Treatment of Empyema Thoracis with Peni- 
cillin, M. J. Healy & H. L. Katz, J. A.M.A,, 
June 23, 1945, 128: 5U8—(H. Abeles) 


Nontuberculous Empyema.—The indica- 
tions for the use of penicillin in the treatment 
of empyema are as follows: (a) to cure small 
empyemata without loculation, lung sequestra 
or bronchial fistulae, (0) to make large empy- 
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emata smaller, (c) to tide over critically ill pa- 
tients until they can be operated on safely. 
Empyema is cured when complete obliteration 
of the cavity is accomplished. It is rational 
to treat an empyema by aspiration of pus and 
instillation of penicillin as long as improve- 
ment is made; if this cannot be achieved sur- 
gical drainage should be done without further 
temporizing. Thirteen case histories are 
given as illustrations of the above statements. 
—The Value of Penicillin in the Treatment of 
Empyema, J. W. Hirshfeld, C. W. Buggs, W. 
E. Abbott & M. A. Pilling, J. A. M. A., June 
98, 1945, 128: 577. —(H. Abeles) 


Postpneumonic Empyema.—The basic ob- 
jectives in the treatment of pleural empyema 
are sterilization of the exudate and oblitera- 
tion of the pleural space by reéxpansion of the 
lung. The best results are obtained when the 
development of dense pleural adhesions can be 
prevented. Hitherto, surgical drainage has 
been the mainstay in the treatment of post- 
pheumonic empyema. The principle of allow- 
ing the exudate to become thickened lowered 
the mortality rate attendant in operating upon 
postpneumoniec empyema; however, this also 
permitted the development of adhesions of the 
visceral pleura which, in some instances, pre- 
vented proper reéxpansion of the lung. With 
the use of the sulfonamide drugs and penicillin 
to sterilize the pleural exudate, it became pos- 
sibile to utilize simple multiple aspirations as a 
definitive procedure. The authors detail their 
experiences with 14 cases of postpneumonic 
empyema treated with sulfonamides and re- 
peated aspirations. In addition, 3 patients 
also received penicillin. Treatment was suc- 
cessful in all 14 without complication. Sul- 
fonamides alone when given by mouth or in- 
travenously in conjunction with thoracocen- 
tesis resulted in rapid sterilization of the 
exudate in 11 patients. Sulfonamides were 
not used locally. Penicillin was employed 


both parenterally and locally. Chest aspira- 
tion should be done early whether the em- 
pyema accompanies or follows pneumonia. 
The pleural space should be evacuated as com- 
pletely as possible with each tap. Thoraco- 


centesis should be repeated frequently at inter- 
vals of one or more days as the exudate forms 
and should be continued until no further fluid 
is found. Replacement of fluid with air was 
not done. The authors believe that this 
method should be applied routinely in post- 
pneumonic empyema. The procedure of al- 
lowing the pleural exudate to thicken and per- 
forming a thoracostomy should be applied 
only when chest aspiration cannot be safely 
used because of the location of the exudate or 
where the infecting organism is resistant to 
sulfonamides and_ penicillin—Treatment of 
Postpneumonic Thoracic Empyema with Sul- 
fonamides, Penicillin and Repeated Thoracen- 
teses, A. I. Josey, J. W. Trenis & W. ¥. Kam- 
mer, Ann. Int. Med., November, 1945, 23: 
S00.—( H.R. Nayer) 


Penicillin in Acute Empyema.—In an at- 
tempt to establish the most effective treat- 
ment of empyema following pulmonary sup- 
puration, the authors have compared a series 
of 24 cases treated with penicillin and 14 cases 
treated without. The best plan of treatment 
was found to be the aspiration of pus and in- 
stillation of penicillin into the pleural cavity at 
first, and drainage by intercostal catheter after 
the pus had thickened. The amount of peni- 
cillin to be instilled depends on the clinical 
phase of the patient’s underlying disease. If 
the patient is still toxemic and the systemic 
condition requires treatment, 60,000 units of 
penicillin are given twice daily, or if aspira- 
tion is performed every other day, 240,000 
units are given. If the effusion is frankly 
purulent and the patient’s general condition is 
satisfactory, only 500 units are given. This 
can usually be done in pneumococcal infec- 
tions, whereas staphylococcal infections re- 
quire intensive and prolonged treatment. 
The sooner fluid is recognized, and the sooner 
local treatment is begun, the better the result. 
However, even if sterilization of the pus is 
obtained by early local treatment, intercostal 
drainage is usually still indicated because the 
pus thickens even if sterile so that it cannot 
be evacuated through a needle. After under- 
water drainage is established negative Gram 
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stains and cultures for three successive days 
indicate true sterilization. The tube is then 
withdrawn and a dressing placed over the 
wound which is left undisturbed for five to 
seven days. The presence of a bronchopleural 
fistula is no contraindication for treatment, 
except that possibly higher local doses of peni- 
cillin are necessary to compensate for the loss 
of drug in the sputum. Rib resection with or 
without administration of penicillin is not 
considered satisfactory treatment for the con- 
dition because of the high incidence of pyo- 
genic infection from the outside. With peni- 
cillin treatment, the time from onset of disease 
to healing was cut down from fifteen weeks to 
seven weeks, and the time from institution of 
drainage to healing, from 11.6 weeks to 3.6 
weeks.—Acutely Infected Pleural Effusions, 
L. Fatti, M. E. Florey, H. Joules, J. H. Hum- 
phrey & J. Sakula, Lancet, March 2, 1946, 250: 
295.—(H. Marcus) 


Putrid Empyema.—Two cases of putrid 
empyema due to ruptured lung abscesses were 
treated with combination of sulfadiazine and 
penicillin. Penicillin was administered intra- 
muscularly and intrapleurally following re- 
peated thoracocenteses. Treatment resulted 
in rapid improvement and cure. One case of 
postpneumonic empyema was treated with 
penicillin intramuscularly and intrapleurally 
following repeated thoracocenteses, with rapid 
improvement. One case of postpneumonic 
empyema, apparently caused by staphylococ- 
cus aureus and staphylococcus albus, was 
treated with penicillin locally, following as- 
pirations of pus, with progressive improvement 
and cure. One case of empyema, apparently 
caused by staphylococcus aureus and proteus 
vulgaris, was treated with sulfadiazine orally, 
repeated thoracocenteses and azochloramid 
intrapleurally, with rapid cure. (Authors’ 
Summary)—The Medical Treatment of Acute 
Empyema: Report of Five Cases Cured with 
Chemotherapy and Thoracenteses, H. Ruden- 
sky, D. H. Sprong & C. C. Woods, J. A. M. A., 
June 23, 1945, 128: 573.—( H. Abeles) 
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Putrid Empyema.—This disease is an entity 
separate from the usual postpneumonic en. 
pyemata, both as to etiology and pathogenesis 
and as to prognosis and treatment. It js 
secondary to a pulmonary process of varying 
etiology. It is not uncommonly seen follow. 
ing putrid lung abscess, but the underlying 
pulmonary process may be a pneumonitis, 
bronchiectasis, tuberculosis or carcinoma with 
bronchial obstruction. The organisms ip. 
volved are most commonly fusiform bacilli, 
anerobic streptococci or microaerophilie 
streptococci, either alone or in combination, 
Patients with this disease are severely ill, and 
the fatality is high if treatment is not promptly 
instituted. Thoracocentesis is often followed 
by cellulitis of the chest wall and operation 
should follow this diagnostic procedure 
promptly to avoid this complication. The pus 
in putrid empyema remains thin for a long 
time and one should not wait with operation 
for the pus to thicken. In spite of the thin 
consistency of the pus, the mediastinum be- 
comes fixed very early. A technique is de 
scribed for operation should the mediastinum 
not be fixed. The best results are obtained 
with open resection, in which case the fatality 
was 14 per cent. Activated zine peroxide has 
been found useful in dressing the wound. 
Two recent cases have been treated with peni- 
cillin and this drug appears to have great value 
in the treatment of anaerobic empyema. Al 
though cure may not be obtained, the pus is 
sterilized and the condition of the patient i 
improved to the point where operation can be 
performed at an elected date— Putrid Empy- 
ema, J. W. Strieder & J. P. Lynch, New 
England J. Med., January 3, 1946, 234: 1. 
—(H. Marcus) 


Hydatid Disease of Pleura.—Pleurl 
echinococcosis is a rare disease. It may be 
primary or secondary. The primary form has 
been observed only in 2 undisputed cases. 
Secondary hydatid disease of the pleura is 
more frequent. It may occur after rupture 0! 
a cyst from any neighboring organ into the 
pleura. After rupture of a hydatid cyst o 
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the lung, only 10 per cent have subsequent 
pleural localization of the disease, whereas 80 
per cent of a ruptured cyst into the abdomen 
have a localization in the peritoneum. This 
seems to prove that there are certain condi- 
tions in the pleura which make the insertion 
and growth of the parasites in the pleura less 
frequent. Secondary hydatid cyst of the 
pleura may be caused by surgical opening of 
the cyst, by a rupture of a cyst into the pleura 
which is the most frequent cause or by a spon- 
taneous hydatid pneumothorax. Of this last 
condition, there are only 5 cases described in 
the literature to which the authors add a sixth 
one. This was a 15-year-old girl who was seen 
first with the diagnosis of a spontaneous pneu- 
mothorax. She had no cyanosis or dyspnea. 
X-ray examination showed a left hydropneu- 
mothorax with a hernia of the upper media- 
stinum and a considerable shift of the media- 
stinum into the right hemithorax. Overlying 
the fluid level and intimately connected with 
the diaphragm and the heart shadow was a 
round shadow of orange size, which contained 
an irregular density. There was an eosino- 
philia of 9 per cent. The Casoni and Ghedini 
reactions were negative. Thoracoscopy 
established the diagnosis: hydropneumo- 
thorax due to ruptured hydatid cyst of the 
lung with dissemination of multiple hydatid 
cysts into the pleura.— Equinococosts pleural 
multiple, consecutiva a@ wun  neumotorax 
hidatidico, R. F. Vaccarezza, G. Pollitzer & 
F. A. Medici, An. Cated. de pat. y clin. tuberc., 
December, 1944, 6: 388.—(W. Swienty) 


Echinococcus of Pleura.—There is no 
evidence of the existence of primary echino- 
coccus disease of the pleura. The secondary 
implantation of the disease in the pleura is a 
rather rare occurrence, but its existence is 
definitely proved. True secondary echino- 
coccosis has to be distinguished from the 
pleural manifestations of bronchogenic and 
subdiaphragmatic localizations; localizations 
in the ribs and veterbrae may also involve 
the underlying pleura. The pleural form 
of the disease is caused by spontaneous or 
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surgical inoculation into the pleural cavity. 
Seven cases were observed: the primary 
lesion was situated in one case in the peri- 
cardium, in 2 cases in the liver and in 4 cases 
in the lung. The inoculation occurred spon- 
taneously in one case; in 4 cases surgical 
maneuvers produced the implantation and in 
one case trauma to the right hypochondrium 
caused the spread of the disease to the pleura. 
In 6 cases the cysts developed isolated, while 
in one case they formed a vesicular mass 
occupying the pleural cavity. The evolution 
is gradual and often silent. The disease is 
usually revealed by the break-through either 
to the chest wall or to the bronchial tree. 
The diagnosis is based on a precedent history 
of hydatid disease, on X-ray findings, on 
serological tests and on blood counts. Early 
intervention in echinococcus disease and 
careful surgical technique constitute the best 
prophylaxis of the secondary pleural im- 
plantation of the disease. Once established, 
the pleural echinococcus is also treated 
surgically. Sometimes multiple surgical 
operations are necessary for the complete 
removal of al! the cysts; the results are 
usually satisfactory —Equinococcosis pleural 
secundaria, V. A. Ugon, A. Victorica & H. 
Suarez, Hoja tisiol., September, 1945, 5: 
245.—(L. Molnar) 


Cyst of Diaphragm.—A primary cyst of 
the diaphragm of undetermined origin is 
reported in a 29-year-old man. He had 
occasional radiating pain, starting at the 
left costal margin, on deep inspiration or on 
bending and lifting. Chest roentgenogram 
showed a rounded protrusion near the left 
costophrenic angle, partly calcified (the 
accompanying X-ray reproduction is tech- 
nically so poor as to be totally uninformative). 
The cyst was excised and patient made an 
uneventful recovery. The cyst wall con- 
sisted of an inner single layer of cuboidal 
epithelial cells and dense collagenous tissue. 
The cyst cavity contained old blood with 
cholesterol crystals. It is stated that 14 
cancerous and 19 noncancerous primary 
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diaphragmatic tumors are on record since 
1868.—Primary Cystic Tumor of the Dia- 
phragm, O. B. Scott & D. R. Morton, Arch. 
Path., June, 1946, 41: 645—(M. Pinner) 


Mediastinal Emphysema.—Air may reach 
the mediastinum by four routes: (¢) along 
the fascial planes of the neck, (6) through a 
perforation of the trachea, bronchus or 
esophagus, (c) from the retroperitoneal space 
and (d) from the interstitial tissues of the 
lung. The most common cause of mediastinal 
emphysema is rupture of pulmonary alveoli 
with the production of interstitial emphy- 
sema of the lung. Circumstances that 
cause interstitial emphysema of the lung 
are: (/) trauma, injury to the chest with or 
without fracture of the ribs; operations, such 
as induction of pneumothorax; (2) increase 
of pulmonary pressure, straining with the 
glottis closed; partial or complete occlusion 
of the trachea or bronchi; (3) spontaneous 
rupture of alveoli, possibly due to an inherited 
defect of tissue quality. Air may escape 
from the mediastinum into the subcutaneous 
and deep tissues of the neck, through the 
diaphragm and into the pleural cavities. 
Air in the tissues of the neck does not neces- 
sarily indicate the presence of mediastinal 
emphysema since this may occur secondary 
to wounds of the chest communicating with 
the lung or to injuries to the buccal or nasal 
cavities. Experiments and clinical observa- 
tions show that air from the mediastinum 
frequently enters the pleural cavity but that 
air from the pleural cavity never enters the 
mediastinum. The usual cause of tension 
pneumothorax following injury to the chest 
is not a valve-like mechanism but rupture 
of pulmonary alveoli with the formation of 
interstitial emphysema, then pneumothorax 
through rupture of the mediastinal pleura. 
The clinical manifestations of mediastinal 
emphysema are pain, subcutaneous and 


retroperitoneal emphysema, obliteration of 
cardiac dulness, peculiar sounds heard over 
the heart, evidence of mediastinal pressure, 
dyspnea, cyanosis, engorged veins, circulatory 
failure, pneumothorax and roentgenographic 


ABSTRACTS 


evidence of air in the mediastinum. Pneumo. 
thorax is associated with spontaneous 
mediastinal emphysema in about one-third 
of the cases. Slight mediastinal emphysema 
may not cause any symptoms. Roentgeno. 
graphic examination should be carried out 
in the anteroposterior and lateral views, 
No treatment is necessary if there is only 
a small amount of air in the mediastinum, 
When the pressure in the mediastinum rises 
it becomes imperative to furnish an exit for 
the trapped air.—Mediastinal Emphysema, 
L. Hamman, J. A. M. A., May 5, 1945, 128: 
1.—(H. Abeles) 


Displacement of Mediastinum.—Medi- 
astinal displacements are caused by pressure 
differences in the two sides of the chest. 
Such differences may be produced by increase 
in pressure on one side with displacement to 
the contralateral side, such as is seen in 
pleural effusions or tension pneumothorax. 
On the other hand, displacement may be 
caused by bronchial obstruction with dis- 
placement of the mediastinum to the homo- 
lateral side. This is most often seen in 
neoplastic disease of the bronchus or in 
postoperative pulmonary collapse. When the 
mediastinum has been fixed by previous 
inflammatory disease, no displacement can 
be expected in spite of great pressure differ- 
ences. Occasionally the greater portion of 
the mediastinum remains fixed and variations 
in pressure give rise to anterior, more rarely 
posterior, herniations. Herniations can be 
produced by pressure or by traction, just 
as mediastinal displacement in general. 
Recognition of mediastinal herniation caused 
by traction is of special practical significance. 
A case is cited in which pleural puncture was 
done on the left side prior to contemplated 
suction drainage of a large cavity in a re- 
tracted lung. This led to a traumatic 
pneumothorax on the right side due to 4 
previously unrecognized herniation of the 
right lung well beyond the anterior axillary 
line on the left. The condition was demon- 
strated at autopsy.—Die Verlagerung des 
Mediastinums in ihrer praktischen Bedeutung, 
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A. Brunner, Schweiz. med. Wehnschr., Feb- 
wary 23, 1946, 76: 145.—( H. Marcus) 


Mediastinal Teratoma.—The clinical 
course, roentgenological appearance and 
pathological findings in 16 patients with 
teratomata of the anterior mediastinum are 
reported. In 10 patients the tumor was 
benign and in 6 it was malignant; all the 
latter patients died. The average survival 
time after onset of symptoms was five-and-a- 
half months. In the group of benign terato- 
mata, 2 patients had no symptoms, 5 had 
pain in the chest and later on cough and 
dyspnea, 3 were short of breath. Seven 
patients recovered following surgical removal, 
2 died during the postoperative period and 
one died from compression of mediastinal 
structures. The 6 patients with malignant 
teratomata had initial symptoms similar 
to those with benign tumors, while later in 
the course, symptoms were determined by 
the extent of the primary tumor and the 
location of metastases. The latter occurred 
in liver, vertebra and lymph nodes. Fully 
differentiated tissues and organoid structures 
were found intermingled. Ectodermal deriva- 
tives consisted in nerve tissue, skin and 
teeth; but in the cancerous teratomata nerve 
tissue was identified in only one case. The 
benign specimens contained intestinal, bron- 
chial and pancreatic tissue. In the malignant 
tumors, epithelial cells were always arranged 
as adenocarcinoma. The morphogenetic 
theories are discussed and the conclusion is 
reached that extragonadal teratomata are 
“the result of a local dislocation of tissues 
during embryogenesis.” The tissue of origin 
for teratomata of the anterior mediastinum 
is probably dislocated tissue in the anlage of 
the thymus.—Teratoma of the Anterior Medi- 
astinum in the Group of Military Age, H. G. 
Schlumberger, Arch. Path., April, 1946, 41: 
898 —(M. Pinner) 


Mediastinal Tumors Removed by Surgery. 
—The histories of 2 female patients are 
described in whom mediastinal tumors were 
found. Surgery was performed in local and 
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root anesthesia. In one case an osteo- 
chondro-fibroma, in the other a dermoid cyst 
was extirpated—Two Cases of Thoracic 


Surgery, (Turkish), A. Aksel, Tiirk. tib 
cem. mec., January, 1946, 12: 29.—(O. 
Felsenfeld) 


Intrathoracic Sympathetic Nerve Tumors.— 
Sympathetic nerve neoplasms are found in 
many organs. In the thorax, they are 
neither common nor rare. They are most 
often asymptomatic and are frequently 
discovered accidentally. The literature con- 
tains reports of 63 cases. Of these, 43 are 
listed as ganglioneuroma, 16 as sympathetico- 
blastoma (neuroblastoma), 2 as sympathetico- 
gonioma and 2 as pheochromocytoma. The 
author reviews these cases as well as 7 of his 
own. Numerous classifications of these neo- 
plasms have been proposed, resulting in 
conflicting terminology. The author prefers 
Bielschowsky’s classification which is based 
upon embryological considerations. The 
name of the tumor arising from the type of 
cell is given parenthetically. The most 
primitive and totally undifferentiated cells 
are the sympathogonia (sympathogonioma). 
These give rise to one of two chains: (1) 
sympathoblasts (sympathoblastoma) which 
become mature sympathetic ganglion cells 
(ganglioneuroma), and (2) pheochromoblasts 
(pheochromoblastoma) which become the 
chromaffin cells (pheochromocytoma) of the 
adrenal medulla and other organs. Often 
more than one cell type is seen in a tumor. 
It is believed that the terms neuroblastoma, 
sympathoblastoma and sympathicoblastoma 
have, in the past, been used interchangeably 
to designate tumors composed of an immature 
type of cell. Sympathogoniomas are very 
malignant. They are very rare in the chest, 
only 2 cases having been reported. The 
tumors are very cellular, consisting of closely 
packed cells of a lymphoid type. Rosettes 
were seen in one-third to one-half of cases. 
Metastases are frequent. Sympathoblasto- 
mata are more mature and less malignant. 
They are found in somewhat older persons. 
They are rare in the chest. Sixteen cases 
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(16.6 per cent of total) have been reported. 
All these cases have contained more than 
one type of cell. Nerve fibrils are seen in 
large numbers; differential stains are often 
needed for their identification. Ganglio- 
neuromata are composed of mature cells 
rich in plasma. They are firm, encapsulated 
and may be lobulated. Microscopically, 
they consist of coarsely arranged fibrous 
tissue mixed with strands of medullated and 
non-medullated nerve fibers, the latter pre- 
dominating. Multipolar ganglion cells are 
scattered throughout. Not infrequently these 
are multinucleated, indicating an element of 
immaturity. There are other tumors which 
are predominantly fibrous but contain varying 
numbers of ganglion cells and are called 
ganglion neurofibromata. While ganglio- 
neuromata are generally benign, cases where 
they were malignant have been reported. 
Chromaffin tumors are very rare in the 
thorax, only 2 cases having been reported. 
They consist of large polyhedral cells in a 
rich vascular stroma. The cells have an 
affinity for chrome stains. Dumbbell tumors 
are present both in the spinal canal and 
thorax. They are quite frequent, especially 
among ganglioneuromata. They are usually 
found along an intercostal nerve. Neuro- 
fibromata may be of sympathetic origin. 
Even those found along intercostal nerves 
may have their origin in sympathetic nerve 
elements.—Intrathoracic Tumors of the Sym- 
pathetic Nervous System, R. K. Hollingworth, 
Surg., Gynec. & Obst., June, 1946, 82: 682.— 
(A. G. Cohen) 


Anterior §Mediastinal § Abscess.—The 
anterior mediastinum is, for the most part, 
protected by fascial layers against direct 
infection from the nasopharynx or cervical 
regions. Direct infection of the anterior 
mediastinum from without can occur in 
perforating wounds. Tuberculosis, syphilis 


and actinomycosis have been common causes 
of anterior mediastinitis. In general, inflam- 
mation of contiguous structures such as the 
sternum, mediastinal lymph nodes, pleura 
and pericardium has been implicated in 
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anterior mediastinal suppuration. The cop. 
stitutional signs and symptoms of suppuration 
are usually present. Localizing signs may 
be entirely lacking or are very confusing, 
Commonly, there is chest pain though not 
always retrosternal. As the abscess increases 
in size, there is more likely to be complaint 
of substernal oppression and the signs of 
pressure on the heart, great vessels and 
trachea begin to appear. Electrocardiograms 
taken at this late stage may show T waye 
and ST changes similar to those described in 
pericardial effusion or coronary disease, 
Roentgenograms, particularly lateral views, 
are valuable in diagnosis. Definite diagnosis 
is established by aspiration. While chemo. 
therapy is a helpful adjunct, surgical drainage 
is the specific treatment. Two illustrative 
case reports are cited. In the second patient 
who came to autopsy, there was evidence of 
the spread of a suppurative process from a 
perforated appendix to the liver and thence 
to the diaphragm. Pleuritis ensued and 
the infection apparently spread to the anterior 
mediastinum.—Two Cases of Anterior Meii- 
astinal Abscess, M. Aronovitch & A. M. 
Vineberg, Canad. M. A. J., November, 1945, 
53: 455 —(H. R. Nayer) 


Esophageal Atresia and Tracheo-esoph- 
ageal Fistula—A case is_ reported of 
congenital atresia of the esophagus and 
associated tracheo-esophageal fistula. Opera- 
tion was performed on the second day. The 
fistula was closed and the esophageal segments 
were then joined by an oblique anastomosis. 
The baby was discharged on the ninteenth 
postoperative day.—Correction of Esophageal 
Atresia and Tracheo-Esophageal Fistula by 
Closure of Fistula and Oblique Anastamosis of 
Esophageal Segments, R. E. Gross & H. W. 
Scoit, Jr., Surg., Gynec. & Obst., May, 1945, 
82: 519 —(A. G. Cohen) 


Pain in Chest.—During the past two 
decades physicians and lay public have 
become increasingly aware of the frequency 
and seriousness of coronary artery disease, 
and the erroneous assumption is often made 
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by the patient and physician that substernal 
or precordial pain, especially if it radiates 
to the left arm, is due to such disease. An 
attempt is made here to investigate points 
significant in differential diagnosis with 
especial emphasis on the qualities of the 
pain, often the only means of diagnosis. 
Disorders of the alimentary tract often 
produce pain in the chest. One-sixth of a 
gries of several hundred patients complaining 
of this symptom had disease in the alimentary 
tract, and one-fifth of these was due to the 
esophagus or about 4 per cent of those with 
chronic or recurrent chest pain. The chief 
causes of distress were esophagospasms. The 
pain was substernal and did not radiate. 
X-ray examination was negative in all. 
The location, duration and quality of the 
pain closely resembled angina pectoris; how- 
ever, the precipitating factors were entirely 
diferent and not in one was it induced by 
exertion. Often it was induced by swallowing 
and lasted longer than the usual anginal 
pain. In others it was initiated by eating, 
recumbent position, highly seasoned food 
or alcoholic beverages. Some were demon- 
strated by radiological examination during 
an attack of pain or by esophagoscopic 
examination. Antispasmodics, especially 
those of the atropine group are the most 
beneficial drugs. Assumption of the upright 
position is also important. Other chest pains 
were due to trapping of an air bubble in the 
esophagus, congestion, carcinoma and peptic 
ulcer. In a patient already known to have 
heart disease, anxiety may be great, and a 
true explanation of the patient’s discomfort 
is desirable.—Clinical Aspects of Pain in 
the Chest: II. Pain Arising from the Esoph- 
ogus, T. R. Harrison, Am. J. M. Sc., 
June, 1945, 209: 765.—(G. F. Mitchell) 


Thoracic Wounds.—Principles of treatment 
of thoracic wounds, based on 1,000 casualties 
seen in the European Theatre, are applicable 
tocivilian practice. Shock in thoracic wounds 
is usually initiated and perpetuated by cardio- 
respiratory disturbances and persisting pain; 
hemorrhage is often of only secondary con- 


sideration. Pain, from contusion of soft 
tissues or fractured ribs, is well controlled 
by 5 cc. of 1 per cent procaine injected into 
each involved costal nerve, either locally, 
regionally (at the angles of the ribs) or 
paravertebrally. Trauma to the lung pro- 
duces diffuse interalveolar and interstitial hem- 
orrhage, localized edema and probably in- 
creased secretion from the bronchial mucous 
glands—“the traumatic wet lung syndrome.” 
Treatment is directed toward improving the 
bronchopulmonary drainage, as danger of 
asphyxiation is present in such patients. 
Carbon dioxide and oxygen may be used, 
coughing is urged and mechanical aspiration 
is indicated if the foregoing measures do not 
produce drainage of the secretions. For 
the latter, a tracheobronchial catheter used 
without anesthesia is recommended. Trans- 
pleural approach to heart wounds is preferred 
where cardiac contusion is suspected. 
Pressure pneumothorax is best treated by 
use of a mushroom type catheter, of larger 
gauge than the rent in the lung, attached to a 
water trap. Early and repeated aspirations 
of hemothorax is the treatment of choice; 
there is no evidence that this increases the 
bleeding and actually fewer infections 
developed in aspirated chests. Only about 
10 per cent of the hemothoraces clotted, 
forming an organization from proliferation 
of fibroblasts and angioblasts from both the 
visceral and parietal pleural surfaces. A 
firm peel of fibroblastic membrane 1 cm. or 
greater in thickness may eventually form, 
producing roentgenographic evidence of a 
generalized hazy chest and/or retraction of 
intercostal spaces, poor expansion, diffuse 
thoracic pain or dyspnea. In such cases it 
is of importance to recognize that there is 
no thickening of the visceral pleura, whether 
or not the hemo-organization was associated 
with infection. About six weeks after injury, 
decortication (removal of the peel) may be 
performed through a posterior or postero- 
lateral thoracotomy incision. For infected 
hemothorax, if small, simple drainage was 
usually satisfactory; total hemothoracic 
empyema with more than 25 per cent collapse 
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of the lung was treated by early decortication. 
—A Review of Certain Principles in the 
Management of Thoracic War Wounds: Their 
Application to Civilian Practice, P. C. 
Samson, California & West. Med., Tuberc. 
Supp., August, 1946, 65: 25.—(P. Q. Edwards) 


Circulation in Penetrating Chest Wounds.— 
Quantitative hemodynamic data on 13 pa- 
tients with chest injuries are presented. 
Four of these patients had no evidence of 
circulatory difficulties while 9 of them did. 
The studies on those without circulatory 
difficulty gave values which were similar to 
those on normal subjects. The 9 patients 
who had circulatory insufficiency showed 
hypotension, a low peripheral resistance, a 
relatively normal cardiac output, and a 
normal right atrial pressure. A group of 
patients who had circulatory insufficiency 
following acute hemorrhage showed hypo- 
tension, an increased peripheral resistance, a 
low cardiac output and a low right atrial 
pressure. The circulatory failure in these 
patients with penetrating wounds of the 
pleura appeared to be primarily the result of 
arteriolar dilatation. It is believed that the 
arteriolar dilatation is reflex in origin and 
it is suggested that the afferent impulses may 
arise in the pleura. (Authors’ Summary)— 
The Circulation in Penetrating Wounds of 
the Chest: A Study by the Method of Right 
Heart Catheterization, A. J. Merrill, J. V. 
Warren, E. A. Stead, Jr. & E. S. Brannon, 
Am. Heart J., April, 1946, 31: 418.—(G. C. 
Leiner) 


Nerve Block in Treatment of Thoracic 
Injuries.—The great value and simplicity 
of nerve block to control pain in all types 6f 
chest injuries is stressed. With relief of 
pain patients respond better to shock therapy, 
and withstand transportation better. Nerve 
block is more physiological and far more 
efficient than chest strapping because strap- 
ping favors anoxia and retention of bronchial 
secretions by limiting pulmonary expansion 
and interfering with the cough mechanism. 
Chest strapping is necessary in those with a 


severe degree of “flail” chest on account of 
the persistence of paradoxical chest motion, 
Nerve block is particularly useful in treatment 
of traumatic wet lung syndrome. Intercosta] 
nerve block because of its simplicity is used 
as frequently as possible. In uncontaminated 
wounds local infiltration of procaine at site 
of injury is satisfactory. If these two 
methods are unsatisfactory or cannot be 
used, a paravertebral sympathetic block 
should be done. If the injury is located s 
posteriorly that site of injection is contami- 
nated, a paravertebral block of two nerve 
segments above this area will be of consider. 
able value in blocking pain impulses. Relief 
of pain following nerve block persists for 
several hours at least, but as a rule persistent 
relief follows one effective block. It is rare 
that more than three consecutive blocks are 
required. The techniques of both types of 
nerve block are given and illustrative cases 
cited.— Nerve Block in the Treatment of 
Thoracic Injuries, Major L. J. Fitzpatrick 
& Captain A. J. Adams, J. Thoracic Surg, 
December, 1945, 14: 480.—(W. M. G. Jones) 


Chest Wounds.—The most important 
object in treatment of injuries involving the 
pleura is early pulmonary reéxpansion, since 
by this means pleural infection is limited 
and respiratory efficiency restored. The 
prognosis of penetrating wounds is influenced 
as much by the condition of the lung as by 
that of the pleura. Expansion of the lung 
is slower after penetrating wounds than after 
non-penetrating injuries, quite apart from 
infection. It is suggested that in most cases 
this difference is due to pulmonary injury 
which is not always recognized, and _ that 
treatment directed to the pleura alone there- 
fore will not always result in reéxpansion of 
the lung. The presence of pneumothorax is 
an unfavorable influence and greatly in- 
creases the chances of pleural infection. 
Elimination of the pleural space is of such 
significance that it is reasonable to regard 
early pulmonary reéxpansion as even more 
important than avoidance of infection, first, 
because the former is a most useful means of 
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promoting the latter, and, secondly, because 
the prognosis of localized basal empyema is 
much better than that of persistent total 
hemopneumothorax, even if this remains 
sterile. Decision on the need for operation 
js often difficult. As a general rule it can be 
sid that if a penetrating wound is larger 
than about 1 cm. it will probably need opera- 
tion. If there is a pneumothorax as well, 
the necessity for surgery is almost certain. 
Treatment for small penetrating wounds is by 
aspiration of hemothorax and instillation of 
intrapleural penicillin. If aspiration fails to 
diminate hemothorax within two weeks, 
surgical evacuation must be considered. 
The prognosis of persistent apical hemothorax 
is very much worse than that of basal hemo- 
thorax, because pulmonary efficiency is 
much poorer with collapse of the lung at 
the apex than at the base. In almost every 
case of hemothorax in which the lung does 
not reéxpand easily it will be found that 
there has been penetration or perforation of 
the pulmonary tissue by the missile. It is 
common experience that in the presence of 
partial bronchial obstruction due to any 
pathological process, initiation of pneumo- 
thorax will often precipitate total atelectasis, 
which is difficult of resolution. Hemorrhage 
into the lung after injury might be expected, 
owing to interference with the air-passages, 
to show this lethargy in reéxpansion in the 
presence of a pneumothorax. In surgical 
treatment an important factor is suction, 
using an apical and basal catheter with 
subatmospheric pressure. In the author’s 
series the rate of infection of hemothorax 
following penetrating and perforating wounds 
was less than 14 per cent.—Indications for 
Surgery in Penetrating Wounds of the Chest: 
The Importance of Pulmonary Injury, G. 
Quist, Brit. M. J., October 20, 1945, 2: 621.— 
(D. H. Cohen) 


Cor Pulmonale.—Sixty consecutive cases 
of cor pulmonale unassociated with other 
forms of heart disease were studied at 
hecropsy. Only those cases were selected 
in which the thickness of the right ventricle 
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averaged over 5 mm. and in which the walls 
of the right ventricle were hypertrophied 
to a greater degree than those of the left 
ventricle. Etiological factors were pulmonary 
emphysema in 40 cases, bronchiectasis in 6, 
bronchial asthma in 6, silicotuberculosis in 3, 
pulmonary tuberculosis in 2, kyphoscoliosis, 
pulmonary aarteriolar sclerosis, organized 
pulmonary thrombi, each in one case. There 
were 56 men and 4 women. The peak age 
incidence was between 50 and 65 years. 
Only one of the 40 patients with emphysema 
was a woman. The pulmonary arteriolar 
sclerosis found in some of these cases was 
not extensive enough to cause the cardiac 
changes; the same was true for pulmonary 
fibrosis which was present in only 16 out 
of the 40 cases with emphysema. Diffuse 
obstructive emphysema, either primary or 
secondary to such disease as pulmonary 
tuberculosis or silicosis, was considered to 
be the significant underlying pulmonary 
factor in the majority of the cases. Diffuse 
obstructive emphysema was thought to 
produce a changed pressure relation within 
the alveoli and in this manner result in an 
increased resistance to the flow of blood to 
the lungs. This was considered to be the 
primary mechanism in the development of 
cor pulmonale. Polycythemia, pulmonary 
arteriolar sclerosis, fibrosis, bronchopulmonary 
arterial shunts probably play a secondary 
réle. The weight of the hearts was between 
350 and 770 g., the average being 460 g. The 
thickness of the wall of the right ventricle 
was between 0.6 cm. and 1.4 em., the average 
being 0.8 cm. In some cases there was 
also hypertrophy of the left ventricle wall, 
possibly due to anoxemia. Inflammatory 
changes in the bronchi were found in 75 per 
cent of the cases of diffuse obstructive 
emphysema. In 7 patients the chief initial 
complaint was precordial pain, possibly due 
to myocardial anoxemia; none of these 
showed coronary sclerosis or myocardial 
fibrosis of significant degree. Clubbed fingers 
were seen in 19 of the 60 patients. Poly- 
cythemia was found in 14 of 39 cases in which 
blood counts were made. Roentgenological 
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evidence of cor pulmonale was hidden in most 
cases by the alterations in the chest created 
by emphysema, fibrosis, pleural obliteration 
or kyphoscoliosis. In 14 of the 21 cases in 
whom electrocardiograms were taken there 
was right axis deviation. The most common 
error in diagnosis was: arteriosclerotic heart 
disease, which diagnosis was made in 26 
cases. The diagnosis of cor pulmonale was 
in no case made prior to the onset of cardiac 
failure —Chronic Cor Pulmonale: Sixty Cases 
Studied at Necropsy, D. M. Spain & B. J. 
Handler, Arch. Int. Med., January, 1946, 77: 
387.—(G. C. Leiner) 


Aneurysm of Innominate Artery.—Fewer 
than 100 operations have been performed on 
the innominate artery since 1818; approxi- 
mately 25 per cent have been for aneurysm. 
In all, there have been 23 ligations for in- 
nominate aneurysm. The procedure is very 
hazardous, secondary hemorrhage being the 
chief cause of death. The author reports a 
case in which the cause was syphilis and 
which first appeared after a severe coughing 
spell. The aneurysm was ligated proximally 
by means of two wide rubber bands. Pulsa- 
tions ceased immediately. There were no 
brachial or cerebral complications. Even- 
tually the mass completely disappeared.— 
Ligation of the Innominate Artery for In- 
nominate Aneurysm Using Rubber Bands, 
J.C. Trent, Surg., Gynec. & Obst., April, 1946, 
82: 463.—(A. G. Cohen) 


Erythema Nodosum.—Among 40 cases of 
erythema nodosum observed by the author, 
only 33 had positive tuberculin reactions. 
Of these 33, 6 had certain clinical tuberculosis. 
In the remaining 27, tuberculosis is the most 
likely etiological disease, although some 
patients presented a picture of acute poly- 
arthritis which is not often seen in tuberculosis. 
Concerning the 7 tuberculin-negative pa- 
tients, no etiological factor could be demon- 
strated in 5. Four of these 5 patients had 
acute polyarthritis, and the fifth had a sore 
throat and nephrits. It would thus appear 
that the accompanying erythema nodosum 
may have been of rheumatic origin. One 


128 ABSTRACTS 


patient developed manifest signs of congenita| 
syphilis shortly after her erythema nodosum, 
and the other case was very suspicious of 
sarcoidosis, although erythema nodosum js 
ordinarily not seen in sarcoidosis. The 
presence of lymph node enlargement in the 
mediastinum does not appear to clinch the 
diagnosis of tuberculosis even in a tuberculin. 
positive case. Enlarged hilar nodes wer 
observed in 3 out of the 7 cases of tuberculin. 
negative erythema nodosum. It is possible, 
therefore, that the tuberculin-positive pa. 
tients who had evidence of polyarthritis haye 
a rheumatic etiology as the basis for their 
disease. The symptom complex of sor 
throat, erythema nodosum, polyarthritis and 
unilateral or bilateral mediastinal node en- 
largement may, then, be more often rheumatic 
than  tuberculous—Tuberculin  Negativ 
Erythema Nodosum, J. H. Vogt, Acta. med, 
Scandinav., January 21, 1946, 123: 151.—(H. 
Marcus) 


Pericarditis following Upper Respiratory 
Infection. Eight case reports of patients 
with acute pericarditis with effusion are 
presented. Six of these patients had 
history of tonsillitis, pharyngitis or naso- 
pharyngitis; the remaining 2 patients had a 
nonproductive cough. The main symptom 
was substernal pain in all cases. A precordial 
friction rub was heard in 5 patients. The 
highest leukocyte counts were between 6,00 
and 27,400 per cubic millimeter. Pericardio- 
centesis was done in 5 cases; hemorrhage 
fluid was obtained in 4, clear amber fluid n 
one. Bacteriological examination was negi- 
tive in all cases. Electrocardiographic find- 
ings were: Progressive inversion of the T 
waves, straightening of the S-T segments, 
elevation of the S-T segments. Two poss 
bilities of the pathogenesis are considered: 
“(1) The proximity of the hilum lymph 
nodes with extension of the infection into 
the pericardial sac. (2) A hypersensitive 
response by the pericardium to an offending 
organism in which the immune reaction of 
the body is inadequate.”— Pericarditis with 
Effusion following Infections of the Uppe 
Respiratory Tract, D. A. Nathan & R. 4 
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Dathe, Am. Heart J., February, 1946, 31: 
115.—(G. C. Leiner) 


Klebsiella Pneumoniae Bacteremia.— 
Infections with Klebsiella pneumoniae have 
always been regarded as serious, fatality 
figures varying between 35 to 97 per cent. 
later figures are somewhat lower, possibly 
due to aid from sulfadiazine or sulfapyridine, 
for experimental studies of the effects of 
these drugs on animals suggest that they 
may actually exert some curative effect. 
However, with a fatality still of 75 to 85 per 
cent, any therapy promising aid should be 
given adequate trial. The use of the new 
antibiotics has undergone radical modifica- 
tions and the initial concepts in dosage have 
been revised with consequent changes in 
the reported effectiveness of the drugs. 
There has also developed marked variation 
in methods of administration frequency of 
dosage and other features. It long was 
customary to classify bacterial response to 
therapy in accordance with the organism’s 
staining qualities. Now again we find bac- 
teria being segregated in accordance with 
this thesis, while the staining property of 
bacteria neither confers pathogenicity on 
them nor does it affect their vulnerability. 
Hence, it is felt that some suspicion must 
be held for the precepts in which all gram- 
negative bacilli are listed as “‘insusceptible”’ 
to penicillin including the Klebsiella pneu- 
moniae. It, therefore, seems desirable to 
present a case of Klebsiella bacteremia 
treated with penicillin with dramatic results. 
A seaman was admitted to a U. 5S. N. Base 
Hospital in the South Pacific in deep coma, 
with a high temperature, uneven rasping 
rapid respiration, and who, on initial exam- 
ination, was found to have a purulent nasal 
discharge, a left pharyngeal abscess, diffusely 
ted throat and all other findings essentially 
negative. The blood count revealed 34,000 
white cells with 86 per cent polymorpho- 
nuclears. On attempting to aspirate a 
specimen of gastric contents the pharyngeal 
abscess ruptured and drained. Blood culture 


was taken and 5.0 g. of sodium sulfadiazine 
given intravenously. The temperature rose 
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to 105.4°F (r), respirations were 36, pulse 
150. Opthalmoscopic examination revealed 
haziness of both nasal disc margins. Penicil- 
lin was begun in 5 per cent glucose by con- 
tinuous intravenous drip, the patient receiving 
300,000 units in twenty-four hours. The 
following day the blood culture was reported 
as containing Klebsiella pneumoniae. There 
was elevation of the left optic dise and haziness 
of the nasal di¢e border on the right, and an 
early cavernous sinus phlebitis was suspected. 
The patient’s condition was desperate, and 
it was decided to continue full doses of 
penicillin. During the two following days 
continuous oxygen was also employed, and 
sedation was required to control extreme 
restlessness. The third day the temperature, 
pulse rate and respirations decreased steadily 
(99.8°F.), and the patient responded to 
stimuli. A productive cough was present, 
and an X-ray film at this time revealed a 
small area of consolidation at the left base. 
On the fourth day the penicillin was given 
intramuscularly, and the optic nerve heads 
appeared normal. While some cases of 
Klebsiella bacteremia are not fatal, especially 
if there is an accessible primary focus, the 
extremely rapid cessation of symptoms in a 
patient so critically ill inclines one strongly 
to the conclusion that the therapy had a 
marked effect. A blood culture taken on 
the second day of penicillin therapy was 
negative. It must be remembered that 
penicillin exerts its action as a bacteriostatic 
only during bacterial multiplication. It is 
not unreasonable to believe that bacterio- 
stasis may reveal itself in vivo to be a critical 
factor though the noted changes in vitro were 
insignificant. It is hoped that this report 
will encourage further trial of penicillin in 
large doses in future Klebsiella pneumoniae 
infections.— Klebsiella Pneumoniae  Bac- 
teremia Successfully Treated by Penicillin, 
J. L. Kobacker & G. B. Mehlin, Am. J. M. 
Sc., July, 1945, 210: 66.—(G. F. Mitchell) 


Recovery from Hemolytic Staphylococcus 
Aureus Bacteremia.—(This case is of histori- 
cal interest because it was the first case of 
this kind in the Mediterranean theater. 
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Due to delay incident to war, it was received 
for publication one and one-half years after 
it was written.) This is a case report of a 
soldier wounded in the right chest by high 
explosive fragment on July 19, 1943. Wound 
was debrided and he was evacuated to the 
rear. Five days later a thoracotomy was 
done and the fragment and clot removed. 
No sulfa drug was used, and incision closed 
with water seal drainage. Five days later 
frank pus was found in the wound, which was 
opened and drained. Cultures revealed 
hemolytic staphylococcus aureus. The next 
day patient developed embolic foci in the 
good lung, in spleen and in tips of extremities. 
Blood culture was positive. Full doses of 
sodium sulfathiazole and daily blood trans- 
fusions were used for seven days without 
benefit. On August 17 his condition was 
rapidly deteriorating. Sulfathiazole and 
blood transfusions were stopped and penicillin 
begun. He received 50,000 units intrave- 
nously twice with a six-hour interval, then 
25,000 units also intravenously, and thereafter 
15,000 units intramuscularly every three 
hours. There was an immediate response 
and in forty-eight hours spontaneous sub- 
sidence of all the infected emboli. By 
August 27 the blood cultures were negative, 
despite a three-day discontinuance of treat- 
ment due to lack of drug, and penicillin was 
stopped August 31. Patient was_ followed 
and made uninterrupted recovery.—Recovery 
from Hemolytic Staphylococcus Aureus Bac- 
teremia Altributed to Penicillin Therapy, 
Major T. H. Buford, Major P. C. Samson, 
Major L. A. Brewer, III & Major B. Burbank, 
J. Thoracic Surg., December, 1945, 14: 483.— 
(W. M. G. Jones) 


Anal Fistula.—Six hundred patients with 
anal fistulae were studied in an attempt to 
evaluate the part tuberculosis plays in the 
etiology of anal fistulae. Clinical and histo- 
logical examinations and guinea pig inocula- 
tion were used to determine the nature of 
a fistula. In 88.5 per cent of the 600 cases no 
evidence of tuberculosis was found anywhere, 
neither in the body nor in the fistula. In 
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5.5 per cent there was evidence of tuberculosis 
somewhere in the body in addition to positive 
histological findings and guinea pig inocula. 
tions. In 3.2 per cent no evidence of tuber. 
culosis could be found in the fistula but there 
was clinical and roentgenological evidence of 
tuberculous infection somewhere in the body. 
In one per cent there was clinical and 
roentgenological evidence of  tubercuilosis 
somewhere in the body but only the guinea 
pig inoculation from the anal fistula was 
positive. In 1.8 per cent either histological 
examination or guinea pig inoculation or 
both tests were positive in the absence of 
demonstrable tuberculous disease at any 
other site—Tuberculosis and Anal Fistula, 
R. J. Jackman & L. A. Bute, J. A. M. A, 
March 9, 1946, 130: 680.—(H. Abeles) 


Anaphylactic Reactions to Congo Red.’ In 
100 consecutive congo red tests, 6 instances of 
severe reactions, including 2 deaths, were 
recorded. Minor reactions, such as chills 
and dizziness, have not been seen uncommonly 
among clinicians, and even the more severe 
reactions may not be too rare, although no 
cases of death have heretofore been published. 
The cause of such reactions is not clear: 
perhaps they are related in some way to the 
hemostatic properties attributed to congo 
red, or, more likely, a sensitization phenon- 
enon is responsible, in so far as all patients 
manifesting severe reactions had been given 
congo red injections previously without 
reaction. Although congo red is not a 
protein, the dye, coupled with proteins of 
his own serum, may form an azoprotein 
which, being foreign to the patient, sensitizes 
him, so that he reacts to a subsequent injec- 
tion by anaphylactic shock. Caution must 
therefore be used in injecting congo red into 
patients already tested with the dye on some 
former occasion. The 6 case histories are 
reported in detail—sSystemic Reactions t 
the Intravenous Administration of Congo Red, 
I. J. Selikoff & I. J. Bernstein, Quart. Bull. 
Sea View Hosp., April, 1946, 8: 131.—(P. Q 
Edwards) 
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